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SDPAS 101

SECTION:

INTRODUCTION

SUBJECT:

Manual Program

INFORMATION
RETRIEVAL: CONTENTS INDEX - -This index lists the subjects

by number

.

Contents Check - -To determine whether a particu-
lar document is the latest one published, check
the date of page 1 of the document against the
publication date listed in the Contents Index.
At least once a year, check all documents to be
certain that the manual is complete and up-to-
date .

ALPHA SUBJECT INDEX - -This index lists the sub-
jects alphabetically.

REVISION PERIODS - -Indexes are updated to cover
all changes, to include all new documents being
added, and to remove obsolete data, documents,
or forms

.

o O o
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SDPAS 103

SECTION:

INTRODUCTION

SUBJECT

:

Definitions

HEALTH CARE PROFESSIONAL (HCP) --A health care professional
is a physician assistant (certified) , nurse practitioner,
registered nurse, occupational therapist or a medical social
worker working as a member of a case management team for the
purposes of the Home and Community Based Services program.
This does not include an RN who is employed by the provider
agency.

HEALTH MAINTENANCE ACTIVITIES -- Are skilled tasks that are
exempt from the Nurse Practice Act. They are associated
with bowel programs, wound care, urinary system management,
and administration of medications if the activities, in the
opinion of the physician or other health care professional
for the person with a disability, could be performed by the
person if the person were physically capable and if the
procedure may be safely performed in the home.

HOME AND COMMUNITY BASED SERVICES (WAIVER) PROGRAM (HCBS) --

The home and community based services is referred to as the
Medicaid waiver program because the Federal government
waived certain Medicaid statutory requirements to allow the
State to provide a board array of home and community based
services as an alternative to institutional care. The State
can determine the HCBS provided under the waiver but they
must be approved by CMS as cost effective and necessary to
prevent institutionalization.

INSTRUMENTAL ACTIVITIES OF DAILY LIVING (IADLs) - -activities
that reflect independence in daily self-care, but are not
critical to living alone. For the purpose of this program
they are limited to housecleaning, shopping and laundry.

MEDICICALLY NECESSARY SERVICE means a service or item
reimbursable under the Montana Medicaid program, which is

reasonably calculated to prevent, diagnose, correct, cure,

alleviate, or prevent the worsening of conditions in a patient
which: endanger life,- cause suffering or pain; result in

illness or infirmity; threaten to cause or aggravate a

handicap; or cause physical deformity or malfunction.
37.82.102(18)

PERSONAL REPRESENTATIVE --An unpaid individual who is

directly involved in the day to day care of the consumer,
and is available to direct care in the home on a consistent
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SDPAS 103

SECTION:

INTRODUCTION

SUBJECT

:

Definitions

-*

basis. This individual would assume the role of the consumer
for the purpose of managing personal assistants.

PERSONAL ASSISTANCE - -Medically necessary in-home services
provided to consumers whose chronic health problems cause
them to be functionally limited in performing activities of
daily living.

PERSONAL ASSISTANT - -An employee of the provider agency who
helps the consumer with activities of daily living.

PHYSICIAN/HEALTH CARE PROFESSIONAL APPROVAL --The consumerDs
physician or health care professional approves services by
signing the Personal Assistance Services Plan/Physician
Order.

PRIOR AUTHORIZATION - -A screening completed by the Foundation
establishing the need for and limit of services for a
consumer.

PROGRAM MANAGER - -The Department employee responsible for
overall management of the Personal Assistance Services
Program.

PROVIDER AGENCY - -An approved agency which enrolls with the
Department to provide oversight of self -directed personal
assistance services.

TRAVEL TIME - -Time spent in travel by a personal assistant as
part of his principal activity, such as travel time between
consumer home visits. Travel time does not include time
from the personal assistant's home to the first consumer or
from the last consumer home visit to the personal
assistant's home.

o o
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SDPAS 104

Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SECTION:

PERSONAL ASSISTANCE OVERVIEW

SUBJECT:

Service Limitations and
Exclusions

SKILLED
SERVICES

EXCLUDED
SERVICES:

Services which are outside the definition of
health maintenance tasks may not be performed
under this program (see SDPAS 102)

.

Personal assistance services do not include
services which maintain an entire household or
family or which are not medically necessary.
These include, but are not limited to the follow-
ing :

1. Cleaning floor and furniture in areas con-
sumers do not use or occupy. For example,
cleaning entire living areas if the consumer
occupies only one room.

2

.

Laundering clothing or bedding the consumer
does not use. For example, laundering for
the entire household rather than laundering
just the consumer's clothes.

3

.

Shopping for groceries or household items
consumers do not need for health care and
nutritional needs. Attendants may shop for
items consumers need but that are used by
the rest of the household.

4. Supervision (except as allowed under the
Home and Community Based Services Program)

,

respite care, babysitting, or friendly
visiting.

5

.

Maintenance of pets except in the case where
the animal is a certified service animal.

a. An attendant may assist with offering
food and water, letting the animal out
to exercise, and brushing/combing the
animal s coat ; and

Jan. 1, 2 000 SENIOR & LONG TERM CARE Page 1 of 3



SDPAS 104

SECTION:

PERSONAL ASSISTANCE
OVERVIEW

SUBJECT:

Service Limitations and
Exclusions

b. Provide non-routine bathing in circum-
stances where the animal needs immedi-
ate attention.

c. These services must be absorbed in the
recipient's current plan of care. No
additional hours will be authorized.

Home and outside maintenance. For example,
lawn care, window washing, and wood cutting.
Snow removal is permitted only to clear a

path for accessibility to vehicle or curb.

PERSONAL ASSISTANCE
SERVICES TO
CHILDREN: Federal Medicaid law defines a child as an

individual under the age of 21. Personal Assis-
tance Services are not available to relieve a
parent of their child caring or other legal
responsibilities. Personal assistance for
disabled children may be appropriate when the
child is at risk of institutionalization unless
the services are provided. In authorizing
services to disabled children, the age-appropri-
ateness of parental assistance should be consid-
ered. (Refer to SDPAS 318.)

CONSUMER
CAPABILITIES The consumer must be capable of making choices

about activities of daily living, understand the
impact of these choices and assume responsibility
for the choices, or have a personal representa-
tive residing within or outside the household
willing to assist the consumer in making choices
and to direct the care in the home on a consis-
tent basis. The guidelines for personal repre-
sentative can be found at SDPAS 313.

The consumer must be capable of managing all
tasks related to service delivery. This includes
recruitment, hiring, scheduling, training,
directing, and dismissal of attendants. Consum-
ers who are incapable of managing these tasks
should not be admitted to the program. A personal
representative may assume these responsibilities
on behalf of the consumer. (Refer to SDPAS 313.)

Jan. 1, 2 000 SENIOR & LONG TERM CARE Page 2 of 3







SDPAS 10 5

Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SECTION:

ELIGIBILITY

SUBJECT:

Dually Enrolled Providers

Providers of Self -Directed Personal Assistance
Services who also are enrolled providers for
regular ( or agency based) Personal Assistance
Services must maintain separateness

.

Separate records of services must be
maintained when a consumer exits one program
and enters the other; the provider must close
one chart and open another. Records for the
two services should not be commingled.

Consumers can not participate in both programs
at the same time.

o o
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Department of Public Health
and Human Services

SELF-DIRECTED

PERSONAL ASSISTANCE SERVICE

SDPAS 203

SECTION:

PROGRAM DESCRIPTION

SUBJECT:

Federal Requirements

Reference 42 CFR 440.167

GENERAL PROGRAM
DESCRIPTION: FEDERAL REQUIREMENTS - -The Department of Health and

Human Services (HHS) , Centers for Medicare and
Medicaid Services (CMS) , sets forth guidelines for
Medicaid programs to obtain federal financial
participation (FFP)

.

SUMMARY - -These sections of the CFR define personal
assistance services, who can deliver services, and
consumer eligibility.

o O o
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SDPAS 2 04

Department of Public Health
and Human Services

SELF-DIRECTED

PERSONAL ASSISTANCE SERVICES

SECTION:

PROGRAM DESCRIPTION

SUBJECT:

Organizational Responsibilities

FEDERAL

:

STATE

:

ORGANIZATIONAL RESPONSIBILITIES - -The Personal
Assistance Services Program has multiple levels of
agency involvement. The responsibilities of the
organizations follow.

The U.S. Department of Health and Human Services (HHS)

,

Centers for Medicare and Medicaid Services (CMS) , is
the federal agency responsible for administering the
Medicaid Program.

The Department of Public Health and Human Services
(DPHHS) is the state agency responsible for
administering the Medicaid Program.

DIVISION: The Senior and Long Term Care Division is responsible
for developing, implementing, and monitoring policies
and procedures for all senior and long term care
services, including the Medicaid Personal Assistance
Services Program. (Refer to PAS 801 for the Division
Organizational Chart .

)

REGIONAL PROGRAM
OFFICERS Regional Program Officers (RPOs) are Department

employees supervised by the Community Services Bureau
of the Division. They are located in DPHHS District
Offices around the state. RPOs are primarily
responsible for local representation of the Community
Services Bureau programs, which include preadmission
screening, personal assistance, self -directed personal
assistance, home and community based services (HCBS)

,

hospice, home dialysis, and home health services.
(Refer to SDPAS 8 03 for a directory of Regional Program
Officers .

)
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SDPAS 2 04

SECTION:

PROGRAM DESCRIPTION

SUBJECT

:

Organizational Responsibilities

MOUNTAIN PACIFIC
QUALITY HEALTH
FOUNDATION:

ELIGIBILITY
STAFF

:

FISCAL AGENT:

The Mountain Pacific Quality Health Foundation
(Foundation) is a quality improvement organization
(QIO) that contracts with the Department to perform
prior authorization functions of the Personal
Assistance Services Program.

Eligibility Staff are Department employees located
in County Offices of Public Assistance who determine
financial eligibility for Medicaid. (Refer to SDPAS
808 for a directory of County Offices of Public
Assistance.

)

The Department currently contracts with ACS, Inc
process all Medicaid claims.

to

o o
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Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SDPAS 2 05

SECTION:

PROGRAM DESCRIPTION

SUBJECT:

Medicaid Overview

MEDICAID OVERVIEW - -The purpose of the Medicaid

Program is to provide Medicaid eligible and

medically needy persons with ongoing and
preventive medical care necessary for

maintaining their health and promoting their

own self -care. The Medicaid Program was

created in 1965 by Congress through Title XIX

of the Social Security Act and was implemented

in Montana in 1967 through Title 53, Chapter 6

of the Montana Codes Annotated and Section

46.12 of the Administrative Rules of Montana.

The Montana Department of Public Health and

Human Services is the designated single state

agency for administering the Medicaid Program.

FEDERAL REQUIREMENTS - -To receive federal funds

for the program, the state must follow the

federal regulations in 42 CFR, Parts 430 to

460. The regulations provide for two types of

Medicaid Programs: mandatory and optional.

Mandatory programs must be offered for states

to receive federal Medicaid funds. Federal
Medicaid funds are available for optional
programs if state legislatures authorize the

expenditure of state funds.

STATE PLAN - -States define the extent and scope

of services provided, service standards, and

rates of payment to providers. The Department
provides these details to HCFA in a State Plan

which can be amended at any time. Services
available to all Medicaid consumers are called
State Plan services.

o O o
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SDPAS 206

Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SECTION:

PROGRAM DESCRIPTION

SUBJECT:

Medicaid Services

Reference: 42 CFR 440.210 and 440.220

MANDATORY SERVICES - -Medicaid services required
by the federal government include:

• Early and Periodic Screening, Diagnosis and
Treatment (EPSDT) for individuals under age
21. In addition to all available State
Plan Medicaid services, children may also
receive these services: chemical dependency
treatment, chiropractic, dietitian,
residential treatment facilities, private
duty nursing, respiratory therapy, school

-

based services, therapeutic group and
foster care.

Family Planning

Home Health (For individuals age 21 and
over, supplies, nursing services, and aide
services only.)

Inpatient Hospital

Laboratory and X-ray

Medical and surgical services of a dentist

Nurse Midwife

Nurse Practitioner

Nursing Facility Care

Outpatient Hospital

Physician

Rural Health Clinics (including Federally
Qualified Health Centers)
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SDPAS 206

SECTION:

PROGRAM DESCRIPTION

SUBJECT:

Medicaid Services

OPTIONAL SERVICES - -Medicaid services that
Montana has chosen to provide include:

Ambulatory Surgical Centers

Audiology/Hearing Aids

Community Mental Health

Dental and Denturist Services

Diagnostic Clinics

Durable Medical Equipment, Prosthetic
Devices, Medical Supplies

Eyeglasses and Optometric Services

Freestanding Dialysis Clinics

Home Dialysis Attendant Care

Home Infusion Therapy

Hospice

Intermediate Care Facility for the Mentally
Retarded (ICF/MR)

Licensed Professional Counselors

Mid-level Practitioners (Nurse Specialist,
Physician Assistant, Advanced Practice
Nurse, and Certified Nurse Midwife)

Personal Assistance; Self -Directed Personal
Assistance

Podiatry

Prescribed Drugs

Psychology

Speech, Occupational, and Physical Therapy

Social Work
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SDPAS 2 06

SECTION:

PROGRAM DESCRIPTION

SUBJECT:

Medicaid Services

• Targeted Case Management

• Transportation Services

PROGRAM T.TMTTATIONS - -States have the option to

establish limitations on the amount of services

available to Medicaid consumers.

Refer to PAS 1006 for a summary of Montana's

Medicaid services. The summary outlines

program scope, limitations, reimbursement, and

copayment requirements for all covered
services

.

o o
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SDPAS 2 08

Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SECTION:

PROGRAM DESCRIPTION

SUBJECT:

Relationship of Medicaid and
Medicare

DESCRIPTION OF MEDICARE - -Medicare is a federal
health insurance program for persons 65 years
of age and older, and certain persons under the
age of 65 who are disabled or who have End
Stage Renal Disease. Unlike Medicaid, persons
do not have to meet an income test to qualify
for Medicare. Eligibility is based on the
individual ' s work history under the Social
Security or Railroad Retirement systems.

PROGRAM ADMINISTRATION - -Medicare, like
Medicaid, is a federal program administered by
the Health Care Financing Administration
(HCFA) . Medicare is financed from Social
Security taxes and monthly premiums and covers
the same services and supplies nationwide.

HOSPITAL INSURANCE (PART A) --Medicare hospital
insurance helps pay for medically necessary
inpatient hospital care, inpatient care in a
skilled nursing facility, home health care, and
hospice care

.

MEDICAL INSURANCE (PART B) --Medicare medical
insurance helps pay for medically necessary
physician services, outpatient hospital
services, outpatient physical therapy, speech
pathology services, and a number of other
medical services and supplies not covered by
hospital insurance. Medical insurance can also
help pay for necessary home health services
when hospital insurance cannot pay and the
consumer doesn't have Part A Medicare.

DEDUCTIBLES AND CO- INSURANCE - -Medi narp does not
pay the full cost of some covered services. As
with most private health insurance policies,
Medicare has deductibles and co-insurance that
must be paid by the insured person. If the
Medicare insured person also receives Medicaid,
Medicaid may pay some of the deductible and co-

July 1, 2000 SENIOR & LONG TERM CARE Page 1 of 2



SECTION:

PROGRAM DESCRIPTION

SDPAS 208

SUBJECT:

Relationship of Medicaid and
Medicare

insurance costs. Medicaid may also pay for the
person's medical insurance premium.

PAYMENT SYSTEM - -Medicare payments are handled
by private insurance organizations under
contract with the federal government. Organiza-
tions handling Part A claims are called inter-
mediaries and organizations handling Part B

claims are called carriers.

In Montana, the intermediary and carrier is

either Blue Cross/Blue Shield or WellMark.
Medicare's basis for how the payments will be
made is called "assignment." "Assignment"
means that the provider bills, receives and
accepts the payment as payment in full. "Non-
Assignment" means the provider does not accept
the payment rate and the client is responsible
for the total charges regardless of what
Medicare allows. This principle does not apply
in Medicaid since Medicaid payment is made only
to providers and is payment in full.

FURTHER INFORMATION - -For more detailed informa-
tion about the Medicare Program, contact Blue
Cross/Blue Shield.

o O o
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Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SDPAS 3 01

SECTION:

GENERAL PROGRAM ADMINISTRATION

SUBJECT:

Civil Rights

GENERAL RULE - -Ti tie VI and Title IX of the
Civil Rights Act require that no person shall,
on the grounds of race, color or national
origin, creed, sex, religion, political ideas,
marital status, age or handicap, be excluded
from participating in, be denied benefits, or
otherwise be subjected to discrimination under
any program receiving federal funding.

Affirmative steps must be taken to employ and
advance in employment qualified individuals
with disabilities.

COMPLIANCE - -All contracts with providers con-
tain a section on civil rights. Providers
shall comply with the Civil Rights Act and the
Montana Human Rights Act, Title 49, Chapter 2,
MCA, as amended and all requirements imposed by
or pursuant to the regulation.

o o
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SDPAS 3 02

SECTION:

GENERAL PROGRAM
ADMINISTRATION

SUBJECT

:

Fair Hearings

PRE-HEARING CONFERENCE - -The purposes of the pre-
hearing conference are to consider simplification
of the legal and factual issues in preparation for
the hearing, obtain admissions of fact and
documents, explore the possibility of settlement,
establish what evidence and witnesses will be
presented, and discuss any other matters that may
aid in disposing of the Fair Hearing.

o o
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Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SDPAS 3 03

SECTION:

GENERAL PROGRAM ADMINISTRATION

SUBJECT:

Release of Information/
Confidentiality

REQUIREMENT- -Federal law requires that

Medicaid information about an applicant/

consumer and provider eligibility, or the

amount of assistance and services provided is

confidential. Under this protection, informa-

tion regarding consumers cannot be released

without their written consent. (Refer to SDPAS

1008 for an example of a consent form.)

Information released for purposes directly con-

nected with administration of the Medicaid

Program does not require consumer consent such

as

:

1.

2

3

4

Establishing eligibility;

Determining the amount of medical assis-

tance ;

Providing services for consumers; and

Conducting or assisting an investigation,

prosecution, or civil or criminal proceed-

ing related to Medicaid fraud or abuse.

PROCEDURES - -The personal assistance agency

should develop procedures to ensure that

confidentiality is maintained. These
procedures must include at least the following:

1. A determination that the individual
requesting information will be using it for

purposes directly connected with
administration of the Medicaid Program.

2. Documentation of the date, purpose, and

requesting individual/agency in the

consumer record.

July 1, 2000 "1 SENIOR & LONG TERM CARE Page 1 of 2



SDPAS 3 03

SECTION:

GENERAL PROGRAM
ADMINISTRATION

SUBJECT:

Release of Information/
Confidentiality

3 . Denial of any request for consumer
information unrelated to the administration
of the Medicaid Program until a consumer
signed and dated release of information is
received

.

All Department application forms state that the
confidential information provided by the
consumer will be protected and will only be
used for purposes directly related to
administration of the program.

FREEDOM OF INFORMATION - -Consumers have a right
to view their own records

.

o o
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SDPAS 3 05

Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SECTION:

GENERAL PROGRAM ADMINISTRATION

SUBJECT

:

Fraud and Abuse

Reference ARM 37.85.501 37.85.513

REQUIREMENT - -The Department is charged by federal
and state law with the responsibility of
identifying, investigating, and referring to law
enforcement officials cases of suspected fraud or
abuse of the Medicaid Program by either providers
or consumers. Sanctions may be imposed against a
Medicaid provider for reasons including but not
limited to:

1. Submitting a false or fraudulent claim;

2 . Failure to maintain and retain require
records

;

3 . Failure to disclose or make available records
to the Department;

4 . Failure to provide and maintain the quality of
services accepted within medical community
standards;

5. Breach of the terms of the provider contract;

6

.

Submitting a false or fraudulent application
for provider status;

7. Rebating or accepting a fee or charge for a
Medicaid consumer referral;

8

.

Charging Medicaid consumers for amounts over
and above the amounts paid by Medicaid; and/or

9. Failure to meet federal or state licensure or
certification requirements.

REPORTING PROCEDURE - -Cases of potential fraud and
program abuse should be referred to the
Department. All such referrals are held
confidential and may be made anonymously. To make
a report, call 1-800-376-1115.

o O o
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Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SDPAS 3 07

SECTION:

GENERAL PROGRAM ADMINISTRATION

SUBJECT:

Medicaid Management Informa-
tion System (MMIS)

DEFINITION - -The Medicaid Management Information
System (MMIS) is an automated system of claims
processing and information retrieval required
to be used by State Medicaid Programs. It

includes information on Medicaid providers,
consumers, and claims. Data regarding the
Personal Assistance Services Program include
date, type, amount, frequency, and cost of
services, consumer identification, and payment
category.

USE OF MMIS DATA - -MMIS data are also used to
produce utilization data and management
information about Medicaid consumers and
services

.

o O o
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SDPAS 3 08

Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SECTION:

GENERAL PROGRAM ADMINISTRATION

SUBJECT

:

Quality Improvement Process

"Quality in health care" means doing the right thing, at the
right time, in the right way, for the right person and having the
best possible results, Agency for Health Care Quality and
Research.

The Department staff will perform announced quality assurance
reviews on a routine basis. The purposes of the reviews are to
insure that optimal services are being provided to consumers,
program rules and policies are being followed, and to utilize
results to improve the program.

The review is divided into two parts.

Part I : Provider Prepared Standards—This is a documentation
process where the agency provides information to demonstrate
compliance with specific standards. This is done prior to the
onsite review at the request of the Regional Program Officer
(RPO) . Failure to provide the information by the deadline will
stop the review process and the provider will be sanctioned.
There are four specific provider standards:

1. Provider reports and follows up on all serious
occurrences;

2. An annual consumer survey is conducted and the results
are utilized to improve services;

3. Provider has current workers' compensation coverage,
liability coverage, and auto coverage; and

4. Consumers/Consumer Representatives receive appropriate
information about the program from the provider.

The RPO will review this documentation prior to the onsite visit.
If clarification or follow up is required, it will be done with
the agency during the onsite review. The form for Provider
Prepared Standards can be found at SDPAS 915.
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SDPAS 3 08

SECTION:

GENERAL PROGRAM
ADMINISTRATION

SUBJECT:

Quality Improvement Process

Part II: Department Review—Department staff will conduct an
onsite review of records to determine compliance with six of the
eight standards in this category. The other two standards will
involve outside work to gather information regarding the quality
of services delivered. The eight standards are:

1. The consumer's chart contains a current authorization
from the Foundation;

2. The service plan is approved by a health care
professional and reflects the corresponding profile;

3. SDRs, mileage, and nurse supervision documentation are
correctly recorded on the corresponding HCFA 1500;

4. Oversight occurs at least once every 180 days;

5. Requests for amendments are within the scope of the
program; (Reference SDPAS 417)

6. Required documentation is readily available and the
principles of charting are followed;

7. Consumers are happy with their services; and

8. Provider has a good standing in their service area.

In reviewing charts, Department staff will be looking at general
utilization patterns and not counting check marks in boxes. If a
consumer is to be bathed three times per week, but the service
delivery records over a one month period indicate one bath, we
will ask for an explanation. If a bath is missed in a similar
period of time, we will pass it over.

Below are some helpful hints for review:

1. Make sure you know where all appropriate documentation
is located. Many of you keep the billing records
separate, which is fine, but we need timely access.

2. Provide Department staff with private and ample
workspace

.
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SECTION:

GENERAL PROGRAM
ADMINISTRATION

SDPAS 3 08

SUBJECT:

Quality Improvement Process

3. Spend time reviewing your own records. We are happy to
see case notes that reflect changes due to oversight or
error.

4. Don't be afraid to ask questions.

5. It helps to have someone that can research questions or
pull additional information for Department staff when
needed.

6

.

Submit your provider prepared standards by the
deadline

.

7. Understand review dates are tentative and may be moved
due to staff conflicts and/or bad roads.

8. Relax. This is a learning experience for all of us.
We collect lots of data that helps us make program
changes

.

When the review is complete, Department staff will set the date
for the next review based upon review outcomes. The maximum
interval is 3 6 months, the minimum is 90 days.

o O o
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Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SDPAS 309

SECTION:

GENERAL PROGRAM ADMINISTRATION

SUBJECT

:

Notification of Suspected
Abuse or Neglect

All persons employed by an agency participating in

the Medicaid Self -Directed Personal Assistance
Program are mandatory reporters of suspected
abuse, neglect or exploitation. This includes
self -neglect

.

The Montana Elder Abuse Prevention Act requires
that all incidents of suspected abuse, neglect,
and/or exploitation of elderly or disabled
recipients be reported immediately to the local

Office of Public Assistance.

o o

July 1, 2000 SENIOR & LONG TERM CARE Page 1 of 1





SDPAS 310

Department of Public Health
and Human Services

SELF-DIRECTED

PERSONAL ASSISTANCE SERVICES

SECTION:

GENERAL PROGRAM ADMINISTRATION

SUBJECT

:

Principles of Charting

CHARTING REQURIEMENTS

This section addresses the minimal charting requirements -

-

1. All entries must be legible and in ink;

2. Errors are corrected by drawing a single line through

the error, initialing it, and then writing the correct

entry. NEVER erase, draw multiple lines through an

error or use correction fluid;

3. Ditto marks should not be used;

4. Each page should have the consumer's name on it;

5. The full date of each entry must be recorded;

6. Each entry must end with the signature or initial of

the person making the entry; and

7. Entries should be made in sequence. If it is necessary

to make a late entry, indicate the date of the late

entry and the date of the occurrence. For example,

07/30/99 charting for 07/28/99.

RULES OF CHARTING -

-

1. Do not sign entries of any kind for another person.

2. Do not chart before an event occurs.

CHART CONTENTS --

1. Record pertinent observations, psychosocial and

physical manifestations, incidents, any unusual

occurrences or abnormal behavior;

2. Chart facts, what is seen, heard, felt and smelled.

Make objective rather than subjective statements and
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SDPAS 311

Department of Public Health
and Human Services

SELF-DIRECTED

PERSONAL ASSISTANCE SERVICES

SECTION:

GENERAL PROGRAM ADMINISTRATION

SUBJECT:

Reports

The provider agency will provide the Department a
copy of the Utilization Report that identifies
current consumers service utilization factors
(Refer to SDPAS 908)

.

This report is due to the Personal Assistance
Services Program Manager of the Department 10 days
following the end of the provider's billing
period. An example follows:

BILLING PERIOD ENDS

1/1 - 1/15

DUE TO DEPARTMENT

1/25

DO NOT SEND REPORT BASED ON ANOTHER TIME PERIOD
WITHOUT CONSULTING THE PROGRAM MANAGER.

Failure to complete mandatory reports violates the
Montana Medicaid provider enrollment agreement.
Any provider failing to meet the imposed deadlines
will have claims suspended until reports are
received.

Send reports to:

Personal Assistance Program Manager
DPHHS - Senior & Long Term Care
PO Box 4210
Helena MT 59604-4210

Fax: 406-444-7743

o o
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SECTION:

SERVICE REQUIREMENTS

SDPAS 312

SUBJECT:

Consumer Responsibility

6. Notify provider agency when health main-
tenance tasks are transferred to a home
health agency.

7. Personal assistant management to include:
a. recruitment;
b. training (Refer to SDPAS 307);
c. scheduling; and
d. length of employment.

8. Review and approve all Self-Directed Per-
sonal Assistance Services Service Delivery
Records (DPHHS MA-158);

9. Participate in recertification every 180

days;

10. Successful completion of compliance re-
views;

11. Obtain prior authorization for services
where required;

12. Follow all Department rules and policies.
Failure to do so may lead to termination
from the program and referral to the Medic-
aid Fraud Control Unit; and

13. Maintain in-home records to include:
a. Consumer Profile (DPHHS-MA-157 )

;

b. Plan/Healthcare Professional Approval
(DPHHS-MA-156)

;

c. Consumer Agreement (DPHHS-MA-159)

;

d. Service Delivery Records (DPHHS-MA-
158) for prior six month period.

If the consumer has a personal representa-
tive, they assume these responsibilities.

o o
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SDPAS 313

SECTION:

SERVICE REQUIREMENTS

SUBJECT:

Personal Representative

A personal representative is not eligible to
receive reimbursement for this activity or for
the provision of personal assistance services to
the consumer they represent. A personal repre-
sentative may act as a personal assistance
attendant to another consumer.

A personal representative must sign the Self-
Directed Personal Assistance Services Personal
Representative Agreement (DPHHS-MA-166) prior to
the initiation of services. Failure to abide by
this agreement can lead to termination from the
program. If a new personal representative is
obtained at anytime, a new DPHHS-MA-166 needs to
be signed. When a personal representative tempo-
rarily leaves the area, they are responsible for
appointing someone to temporarily manage the
consumer's care. A temporary personal representa-
tive does not need to sign this statement,
however, the agency needs to be notified of the
temporary change

.

All personal representatives must receive orien-
tation to the program, just as a consumer would.

o o
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Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SDPAS 314

SECTION

:

SERVICE REQUIREMENTS

SUBJECT:

Live- in Attendants, Family and
Significant Others

The personal assistance program is designed to
provide support to caregivers, but not replace
them entirely. When a recipient resides with
family members (including significant others)
or their attendant, it is expected that they
will provide the majority of household support
tasks, including shopping for groceries.

Tasks which are performed as a function of the
home, will not be authorized as personal
assistance tasks. Meal prep shall be limited
to those meals when the significant party is
not available. Household tasks are limited to
the recipient's area and clean up after
personal assistance tasks. Shopping for
groceries is not permissible, but picking up
DME or pharmaceuticals will be allowed when it
is not convenient to do in conjunction with
grocery shopping.

This policy applies to all individuals
participating in the program. (Refer to SDPAS
103. )

o O o
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SDPAS 4 01

Department of Public Health
and Human Services

SELF-DIRECTED

PERSONAL ASSISTANCE SERVICES

SECTION:

ELIGIBILITY FOR SERVICES

SUBJECT

:

Medicaid Eligibility
Requirements

MEDICAID ELIGIBILITY - -Applicants for Medicaid must meet
eligibility criteria for the appropriate assistance program.
All persons applying for Medicaid must meet an income and
resource test. The eligibility staff in the County Office
of Public Assistance is responsible for determining initial
and ongoing financial eligibility for Medicaid. Refer all
questions related to the eligibility determination process
for Medicaid to the appropriate County Office of Public
Assistance (Refer to SDPAS 808 for a list of the county
offices .

)

Each month the provider agency must verify continued
Medicaid eligibility for each consumer. This can be
accomplished by viewing the consumer's Medicaid
Identification Card, contacting the Eligibility Staff at the
County Office of Public Assistance, utilizing the
eligibility response system, or using the Montana
Eligibility and Payment System (MEPS) via the Internet. The
telephone numbers for the eligibility response system and
website are:

Faxback (800) 714-0075
Voice Response (800) 714-0060
MEPS http: //vhsp.dphhs. state.mt .us

FAX Back (800)714-0075



SECTION:

ELIGIBILITY FOR SERVICES

PAS 4 01

SUBJECT:

Medicaid Eligibility-
Requirements

It is the provider's responsibility for verifying the
identity and eligibility of the cardholder by utilizing one
of the above listed verification mechanisms.

ELIGIBILITY

SUPPLEMENTAL SECURITY INCOME (SSI

)

- -Persons receiving and/or
eligible for cash assistance from the federal SSI Program on
the basis of age, blindness, or disability. The Social
Security Administration determines eligibility for the SSI

Program.

MEDICALLY NEEDY - -Other persons who meet categorical
requirements related to FAIM or SSI but are not receiving cash
benefits due to having income exceeding Medicaid standards.
These persons may be eligible or become eligible when incurred
medical expenses reduce their income to the Medically Needy
income level. Eligibility for the Medically Needy Program is

established monthly.

FAMILIES ACHIEVING INDEPENDENCE IN MONTANA (FAIM) - -Persons
who are included in a monthly grant under the FAIM Program.

These individuals have BASIC coverage and are NOT eligible
for personal assistance services except in the following
groups

:

1. Pregnant women;
2. Children under age 21; and
3. SSI recipients (aged, blind, and disabled).

These are eligible for FULL Medicaid services.

QUALIFIED MEDICARE BENEFICIARY (QMB) -- Persons who are

eligible for Part B Medicare and who are under 200% of the

poverty level are eligible to have Medicaid pay their Medicare
Part B premium, deductible, and co-insurance amounts.

SPECIFIED LOW-INCOME MEDICARE BENEFICIARIES (SLIMB) - -Persons

who are Part B Medicare eligible with income between 10 and
120 percent of the poverty line and have countable resources
less than $4,000 are eligible to have Medicaid pay their
Medicare Part B premium.
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PAS 4 01

SECTION:

ELIGIBILITY FOR SERVICES

SUBJECT:

Medicaid Eligibility
Requirements

WAIVER OF DEEMING - Some persons are eligible for Medicaid
through a waiver of deeming. Deeming means that the income
and resources of a spouse or parents (for persons 18 years of
age or younger) are considered as the income and resources of
the individual in determining financial eligibility for
Medicaid even though they are not actually contributed.

The requirement for deeming is waived when the consumer is
eligible for the Home and Community Based Services (HCBS)
Program. The waiver of deeming is effective when consumers
are enrolled and receive HCBS.

o o
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Department of Public Health
and Human Services

SELF-DIRECTED

PERSONAL ASSISTANCE SERVICES

SDPAS 4 03

SECTION:

ELIGIBILITY FOR SERVICES

SUBJECT

:

General Provisions and
Requirements

GENERAL PROVISIONS AND SERVICES - -The Self -Directed Personal
Assistance program is designed to allow cognitive and
capable consumers (or their personal representative) to

manage allowable attendant services. This includes a

limited number of health maintenance activities. The
program is designed to empower consumers to take
responsibility for their services.

A personal assistant is an employee of the provider agency,
however, the consumer manages the attendant's work schedule,
environment, length of employment and training.

Personal assistance services must actually be furnished in
the home. The only exception is when the personal assistant
is accompanying the consumer to receive medical care, shop
for items essential to the consumer's health care or
nutritional needs, or exercise in the home setting that is a

part of a daily routine for health purposes and is deemed
medically necessary, e.g. as prescribed by a health care
professional The exception does not apply if travel is for
any other purpose, e.g., travel to church, school, to
exercise programs not reimbursed by Medicaid or business
meetings

.

Personal assistance services to be provided to consumers
under 21 years of age are authorized based on medical need,
age appropriateness and family support.

Consumers who reside in the following settings are not
eligible to receive self -directed personal assistance
services

:

1

.

A hospital

;

2. A nursing facility;

3. An intermediate care facility for the mentally
retarded;
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SECTION:

ELIGIBILITY FOR SERVICES

SDPAS 4 03

SUBJECT

:

General Provisions and
Services

CONSUMER
LIMIT:

4. A licensed personal care facility/assisted living;
or

5. Group Homes, Foster Homes and Supported Living.

Personal assistance provided by a member of the consumer's
immediate family is not personal assistance services for the
purposes of the Medicaid Program and is not eligible for
reimbursement. Immediate family includes the following:

1. Husband or wife;

2

.

Legal guardian

3

.

Conservator

4. Natural parent of a minor child (less than 18 years
old) ;

5. Adoptive parent of a minor child;

6. Step-parent of a minor child;

7. Foster parent of a minor child;

Each consumer is eligible for no more than 40 hours (160

units) of personal assistance services each week. The

Foundation may authorize hours in excess of this limit for

periods longer than 14 days, but less than 90 days. The

program does not authorize over 4 hours on a continual
basis

.

Authorization for excess of 40 hours will be based on a

consideration of the following criteria:

1. Additional assistance is required for a short time

as the result of an acute medical episode;

2. Additional assistance is required for a short time

to prevent institutionalization during the absence
of the normal caregiver;
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SDPAS 4 03

SECTION:

ELIGIBILITY FOR SERVICES

SUBJECT

:

General Provisions and
Services

3. Additional assistance is required for a short time
during a post-hospitalization period; or

When a consumer requires additional hours over their service
limit, the provider may document the need for services so
long as it is for a period of less than 14 days. Anytime the
need exceeds 14 days, an Oversight Documentation form
(DPHHS-SLTC-164) must be faxed to the Foundation.

PERSONAL ASSISTANCE
TASKS

:

Personal assistance services are supportive services tasks
that are necessitated by a consumer's physical or mental
impairment

.

Personal assistance services vary depending on the needs and
requirements of each consumer. Consumer needs and
requirements are documented through the consumer profile
process. Personal assistance services involve direct
assistance and include the following activities:

1. Activities of Daily Living (ADL) Assistance with
activities of daily living and/or personal hygiene.
These activities might include, but are not limited
to: bathing, dressing, grooming, toileting,
transferring, positioning, mobility, meal
preparation, examples of meal preparation activities
include menu planning, storing, preparing and
serving food, eating (including tube feedings)

,

exercise, and assistance with medications that are
ordinarily self -administered.

2. Assistance with health maintenance tasks that
include urinary system management, bowel treatments,
administration of medications, and wound care when
authorized by a physician or health care
professional

.

3

.

Instrumental Activities of Daily Living (IADL)
Household tasks and escort services must be provided
only in conjunction with direct personal assistance
as described above and must be directly related to a

consumer's medical needs.
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SDPAS 4 03

SECTION:

ELIGIBILITY FOR SERVICES

SUBJECT

:

General Provisions and
Services

Household tasks include assistance with activities
related to housekeeping that are essential to
maintaining the consumer's health and safety in the
home. Examples of household tasks include, but are
not limited to, changing bed linens, light
housecleaning, cleaning of medical equipment,
laundering, washing dishes, and arranging furniture

Household tasks may also include snow removal in
order to maintain safe access to/from the home.

Household tasks shall not include basic homemaker
services which maintain an entire household or
family. WHEN A CONSUMER LIVES WITH THE FAMILY OR A
SIGNIFICANT OTHER, IT IS EXPECTED THAT THE FAMILY
WILL PROVIDE MOST HOUSEHOLD TASKS SERVICES.
Household tasks may not exceed one-third of the
total personal assistance hours or three hours per
week. Household tasks may not be provided if no
other personal assistance needs exist.
Household tasks may not be authorized for the
purpose of supervising the consumer

Escort includes accompanying and personally
assisting consumers on trips to obtain Medicaid
reimbursable medical services.

Escort services are available only to those
consumers who require personal assistance services
en route to or at the destination when a family
member or caretaker is unable to accompany them.
(Reference SDPAS 707.)

Shopping services are available to obtain items
essential to the consumer's health and nutritional
needs (groceries) . These services are available
only when a family member or caregiver is unable to
provide the service.

Reimbursement for mileage is available for escort
services and shopping services.
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SDPAS 4 03

SECTION:

ELIGIBILITY FOR SERVICES

SUBJECT

:

General Provisions and
Services

Personal assistance services under the Home and
Community Based Services Program can include
extended state plan services, socialization and
supervision for health and safety reasons, as well
as escort and transportation for non-medical
reasons. (Reference SDPAS 709.)

o o
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SDPAS 4 04

SECTION:

ELIGIBILITY FOR SERVICES

SUBJECT

:

Service Limitations and
Exclusions

exercise, and brushing/combing the animal's
coat ;

b. Provide non-routine bathing in circumstances
where the animal needs immediate attention;
and

c. These services must be absorbed in the
consumer's current plan of care. No
additional hours will be authorized.

Home and outside maintenance. For example, lawn
care, window washing, and wood cutting. Snow
removal is permitted only to clear a path for
accessibility to vehicle or curb.

Habilitation services are not considered personal
assistance services. Services designed to train
individuals to complete functional tasks must be
provided by a habilitation trainer under the Home
and Community Based Services physically disabled
and elderly waiver, or the developmental
disabilities waiver.

SERVICES TO
CHILDREN: Personal Assistance Services are not available to

relieve a parent of their child caring or other legal
responsibilities. Personal assistance for disabled
children may be appropriate when the parent is

unqualified or otherwise unable to provide the personal
assistance or the child is at risk of
institutionalization unless the services are provided.
In authorizing services to disabled children, the age-
appropriateness of parental assistance is considered.
(Reference SDPAS 710 and 712.)

Household tasks may be authorized only when the child,

in absence of their physical limitations, would
normally perform the task. Meal prep is limited to

situations when parents are not available such as an

after school snack.
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SDPAS 4 04

SECTION:

ELIGIBILITY FOR SERVICES

SUBJECT

:

Service Limitations and
Exclusions

For a minor child (consumer under age 18) to
participate in this program, a personal representative
must be utilized.

CONSUMER
CAPABILITIES

RESTRICTIONS

The consumer must be capable of making choices about
activities of daily living, understand the impact of
these choices and assume responsibility for the
choices, or have a personal representative residing
within or outside the household willing to assist the
consumer in making choices and to direct the care in
the home on a consistent basis. The guidelines for
personal representative can be found at SDPAS 715.

The consumer must be capable of managing all tasks
related to service delivery. During the authorization
visit, the Foundation will determine capacity for
program participation. This includes recruitment,
hiring, scheduling, training, directing, and dismissal
of attendants. Consumers who are incapable of managing
these tasks will not be admitted to the program. A
personal representative may assume these
responsibilities on behalf of the consumer. (Refer to
SDPAS 715.)

The consumer or consumer's Personal Representative must
understand that the provision of services is based upon
mutual responsibility between them and the provider
agency.

Consumers who participate in Self -Directed Personal
Assistance Services are restricted from utilizing
agency managed personal assistance services except when
the consumer's emergency backup plan fails.

Consumers who are authorized to manage specific health
maintenance tasks are restricted from utilizing skilled
nursing home health services for the routine completion
of such tasks.

Should the consumer's emergency back up plan fail,
skilled nursing services of a home health agency may be
utilized.
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SECTION:

ELIGIBILITY FOR SERVICES

SDPAS 4 04

SUBJECT

:

Service Limitations and
Exclusions

Tasks that are not authorized for management by the
consumer, may be performed through skilled nursing
services of a home health agency.

Consumers and personal representatives are required to
participate in the annual review process. Missed
reviews can lead to service termination.

o o
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SDPAS 4 05

Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SECTION:

ELIGIBILITY FOR SERVICES

SUBJECT:

Consumer Identification

GENERAL RULE - -Each consumer eligible for Medicaid is
assigned a unique Medicaid identification number
which is normally their Social Security number.
Newborns are assigned a temporary ID number until a
Social Security number is available.

MEDICAID IDENTIFICATION CARD - -Each month the
Department issues an identification card or a letter
to each consumer determined to be eligible for
Medicaid benefits. The identification card covers
eligibility for only one month, so it is important
for providers to check the card to be sure it covers
the current month.

PASSPORT TO HEALTH - -PASSPORT is a managed care
program for Medicaid consumers. It is based on the
primary care case management model of managed care.
In this model, the consumer chooses a PASSPORT
primary physician who acts as a "gatekeeper" for
certain services, including home health. The
consumer must have home health services authorized
by the PASSPORT provider to be eligible for Medicaid
reimbursement. Check the consumer's Medicaid card
to determine if they are a PASSPORT consumer. For
additional information regarding the PASSPORT
program, see section XI of the General Medicaid
Provider Handbook.

ELIGIBILITY INFORMATION - -The County Office of Public
Assistance determines Medicaid eligibility and
should be contacted if there is a question about a
person's Medicaid eligibility. (Refer to SDPAS 808
for a list of County Offices of Public Assistance.)
Many of the county offices require eligibility
inquiries to be submitted in writing. For those
counties, inquiries should be made on the DPHHS-FA-
456, "Provider Inquiry of Medicaid Eligibility."
(Refer to SDPAS 1007.) These forms are available
from ACS. Eligibility may also be verified through
ACS using Voice Response 800-714-0060 or FAXBACK
800-714-0075.

o o
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SDPAS 406

Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SECTION:

ELIGIBILITY FOR SERVICES

SUBJECT:

Restricted Card Program

PROGRAM DESCRIPTION - -When utilization of
Medicaid services is excessive, inappropriate,
or fraudulent, consumers are restricted
(locked-in) to designated providers and/or
required to obtain Department approval before
receiving nonemergency services. The most
commonly restricted services are physician,
pharmacy, and dental.

IDENTIFICATION CARD - -The Department issues
special Medicaid Identification Cards that
identify restricted consumers. Consumers and
providers have joint responsibility for
exchanging information contained on the
restricted card. Information on lock-in
requirements specific to a consumer may be
obtained from the local County Office of Public
Assistance

.

PROVIDER LOCK- IN - -When a restricted consumer is
locked-in to designated primary providers,
Medicaid payment for nonemergency services will
be made only to the providers listed on the
restricted card (Refer to SDPAS 1008) . All
other providers, including hospitals, risk
being denied Medicaid payment unless the
primary provider made a referral or services
were for a bona fide emergency. Restricted
consumers are responsible for payment of
unauthorized services.

PRIOR AUTHORIZATION - -Some restricted consumers
need nonemergency Medicaid services authorized
by the Department before receiving services.
In these cases, providers must call the
Surveillance/Utilization Review Unit to assure
Medicaid payment for nonemergency medical or
drug services.

o o
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SDPAS 409

Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SECTION:

ELIGIBILITY FOR SERVICES

SUBJECT:

Private Pay

GENERAL RULE - -Self -Directed Personal Assistance
Services are available to persons who choose to

pay privately for the services. These persons
are not Medicaid eligible.

PROCEDURES - -The personal assistance agency
develops its own policies and procedures for
serving private pay individuals.

FEE SCHEDULE - -Fees for private pay persons are
established by the personal assistance agency.
Private pay fees must not be less than what
Medicaid reimburses for the same service.

o o
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SDPAS 410

Department of Public Health
and Human Services

SELF-DIRECTED

PERSONAL ASSISTANCE SERVICES

SECTION:

ELIGIBILITY FOR SERVICES

SUBJECT:

High Risk Referrals

On occasion, an individual will immediately need personal
assistance services to prevent institutionalization or to
resolve a hazardous home situation which places them at high
risk.

When this type of referral is received by the agency, they
may identify critical services, which are required to
maintain the consumer's health and safety. The provider must
complete the Temporary Authorization (DPHHS-SLTC-161) (Refer
to SDPAS 903 for the Temporary Authorization form.) and the
Overview/Referral (DPHHS-SLTC-154 page 1) and fax it to the
Foundation. If the provider believes the consumer or the
personal representative has the capacity to self -direct,
they can be admitted under this high risk policy (SDPAS
414) .

The provider agency will continue to provide critical
services until the Foundation is able to complete the
profile. Upon receiving the completed overview and profile,
the provider agency will adjust the hours accordingly. It is
not required of the agency that another onsite visit be made
upon receipt of the documents from the Foundation.

Should the consumer/personal representative not pass
capacity screening, participation in the self-direct program
will be terminated. These consumers are authorized agency
based services

.

Provider agencies will not be penalized when the amount of
temporary services exceed the authorization, except in cases
where services provided were clearly outside the scope of
the program.

Payment for services delivered outside of the scope of the
program will be recovered by the Department.

o o
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SDPAS 411

Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SECTION:

ELIGIBILITY FOR SERVICES

SUBJECT

:

New Admissions (Initial)

Individuals who are new to the SDPAS program
Profile type: Initial

1. Referral source collects as much of the following
data as possible from consumer/ family member:

A. Name, DOB, address, phone #, SSN, responsible
party/PR, health care professional, diagnosis,
synopsis of need, involvement with other
services, any other relevant information.

B. If the referral source is a SDPAS agency the
following applies:

1) The agency may, but is not required to check
for Medicaid financial eligibility.

2) Determine whether the consumer meets policy
criteria for SDPAS:
a. Does not meet criteria (does not require a

help with a personal assistance task, is
not Medicaid eligible, etc.)

i. If consumer agrees that they do not meet
criteria for SDPAS, the referral process
stops here.

ii. If consumer does not agree that they are
not eligible for SDPAS, the agency
transmits the referral (DPHHS-SLTC -

154), to the Foundation with the reason
for ineligibility. Foundation verifies
reason for ineligibility and notifies
consumer of ineligibility, provides fair
hearing rights, enters reason for denial
in database.

b. Does meet criteria for SDPAS. Agency
transmits referral (DPHHS-SLTC-154

, page
1) to Foundation via FAX, phone, or mail
within one working day.

April 1, 2004 SENIOR & LONG TERM CARE Page 1 of 3



SDPAS 411

SECTION:

ELIGIBILITY FOR SERVICES

SUBJECT

:

New Admissions (Initial)

c. If the referral source is other than an
agency the referent will provide any
information they have to the Foundation.

2

.

Foundation inputs information from referral
into database and checks Medicaid financial
eligibility and sends consumer basic
information on the SDPAS program. If the
consumer is not currently Medicaid eligible,
but has applied, Foundation will process
referral as Medicaid pending. The provider must
verify Medicaid eligibility prior to starting
services

.

3

.

Foundation faxes referral information to nurse
coordinator.

4

.

Foundation nurse coordinator completes onsite
review within 10 working days of Foundation
receiving the referral.

5. MPQHF Nurse coordinator sends Consumer Overview
and choice of agency to the Foundation.

6. Foundation inputs information into database and
faxes Consumer Overview, Profile and Capacity
Addendum to the consumer's agency of choice.

7. Foundation sends notice to consumer.

8 Agency determines that they are able to accept
the referral. Agency makes home visit to
complete intake process and completes the
agency section of the oOverview.

9. Agency begins attendant services as soon as
possible after insuring all necessary documents
are completed.

Prescreen:
A. If a nurse coordinator's travel schedule does not

allow for timely review, the Foundation may pre-
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PAS 411

>
SECTION:

ELIGIBILITY FOR SERVICES

SUBJECT:

New Admissions

)

screen the consumer over the phone within 10
working days

.

B. Pre-screen includes collecting demographic
information, review of consumer's needs,
preliminary authorization of hours and days per
week of service, screen for capacity, document
choice of agency and set visit date. Onsite visit
is made within 2 working days of Foundation
receiving the referral

.

C. Foundation provides Page 1 of overview to agency
of choice. Foundation notifies referral agency
when the consumer selects a change in agency if a
High Risk intake has occurred. Agency proceeds
with step 8

.

D. Foundation provides a complete overview and
profile after completion of home visit.

o o

)
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SDPAS 412

Department of Public Health
and Human Services

SELF-DIRECTED

PERSONAL ASSISTANCE SERVICES

SECTION:

ELIGIBILITY FOR SERVICES

SUBJECT:

Request to Change Agencies

Profile type:

1.

2.

3.

I

Change

Consumer makes decision to change agencies.

Consumer contacts new agency to request services.

New agency contacts Foundation via the referral form
(DPHHS-SLTC-154, page 1), checking the change box. New
agency notifies current agency of request.

Foundation forwards overview and profile to new agency
and enters change of agency and reason into database.

New agency contacts current agency to coordinate
changeover and get a copy of the signed Health Care
Professional Authorization (DPHHS-SLTC-160) from the
consumer or a new Health Care Professional
Authorization from the Health Care Professional. This
form must be updated annually based on the health care
professional signature date.

o o

»
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SDPAS 413

Department of Public Health
and Human Services

SELF-DIRECTED

PERSONAL ASSISTANCE SERVICES

SECTION:

ELIGIBILITY FOR SERVICES

SUBJECT

:

Switch in Options

A consumer wishes to move from agency based to self -directed
services.
Profile type: Change

1. SDPAS agency receives referral for services from
consumer/personal representative currently using
agency-based services.

2. SDPAS agency instructs consumer/personal representative
to contact the Foundation or submits page 1 of the
Overview- Change (DPHHS-SLTC-154)

.

3. Foundation enters referral information into database,
sends basic program information to consumer.

4

.

The nurse coordinator determines whether an onsite
visit is necessary to complete the capacity addendum.

5

.

When the capacity addendum is completed and SDPAS
authorized, a new overview and profile is forwarded to
the self -directed agency. The new agency is entered
into the database.

6. If the capacity addendum determines the personal
representative or the consumer is incapable, referral
is made to the RPO for follow-up education, service
continues through PAS.

Repeat the capacity after the education, and the
consumer is capable, new overview and profile is sent
to agency. When the capacity is repeated after the
education and the consumer is incapable, a denial
notice is sent.

7. Consumer may start SDPAS services when all required
documentation is completed. (Refer to SDPAS 601)

o O o
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SECTION:

ELIGIBILITY FOR SERVICES

SDPAS 415

SUBJECT:

Annual Reviews

D. Increased use of equipment or specialized
modifications to the home.

E. Agency/PR requests an onsite review.

4. Foundation nurse coordinator completes onsite reviews
within the month the annual is due.

5. If an onsite is not warranted, the annual review will
be processed by the nurse coordinator via the telephone
screen.

6. Nurse coordinator sends Consumer Overview and profile
to the Foundation.

7. Foundation inputs information into database and faxes
Consumer Overview to the consumer's agency of choice no
later than the last working day of the month.

8. Foundation sends notice to consumer when a decrease in

authorization occurs.

9. Agency determines whether it is necessary to make a

follow up home visit.

10. If the consumer has experienced a decrease in hours,

the agency will adjust the consumer's schedule to

accommodate the reduction in hours by the effective
date listed on the profile.

11. If the agency and consumer believe that a medically
necessary task was omitted or a general inconsistency
between the profile and reality exists, the agency may
notify the Foundation via an Oversight Documentation
form (DPHHS-SLTC-164) to request a change in

authorization. (Reference SDPAS 417.)

12. If the consumer experiences an increase in hours, the

agency will adjust the consumer's schedule per their
wishes. If the consumer does not want to utilize the

time that was authorized, detail the reasons on an
Oversight Documentation form and submit to the

Foundation.
o o
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SECTION:

ELIGIBILITY FOR SERVICES

SDPAS 417

SUBJECT

:

Request to Amend Authorizations

A. Foundation staff reviews the request.

B. If pertinent information is available to process
amendment, it will be handled by the Central
Foundation staff.

C. If not, it will be forwarded to a nurse
coordinator for processing.

1) If no onsite is necessary, the nurse
coordinator completes a new profile and sends
it to the Foundation to enter into database.
Foundation forwards profile to the agency. The
Agency is authorized to continue with the
temporary authorization until the Foundation
determination is received by the agency.

2) If the nurse coordinator determines that an
onsite visit is necessary, the Agency is

authorized to continue with the temporary
authorization until the Foundation
determination is received by the agency. An
onsite visit will be made the next time the

nurse is in that area. Following the review
the necessary changes are made. The profile
and overview are entered into the database.
The Foundation forwards these documents to

agency.

o o
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SDPAS 418

Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SECTION:

ELIGIBILITY OF SERVICES

SUBJECT:

Health Care Professional
Authorization

The Self-Directed Personal Assistance Services
Health Care Professional Authorization form
(DPHHS-SLTC-160) must be signed by the
consumer's health care professional prior to
starting services.

The consumer requests the health care
professional approval by completing form DPHHS-
SLTC-160. This approval must be renewed every
12 months, or at shorter intervals if
requested.

The service section should always be completed
with the latest information available

An individual who is employed by the consumer's
provider agency shall NOT act as the health
care professional

.

The definition of a health care professional
can be found in SDPAS 103.

o o
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SDPAS 419

SECTION:

ELIGIBILITY FOR SERVICES

SUBJECT

:

Change in Personal Representative

SLTC-158) needs to be completed upon completion of transfer
of services. Any delays in this process should be clearly
and sufficiently documented in the consumer's record. The
consumer may transfer back to self -directed personal
assistance services when a qualified personal representative
comes forward.

If a consumer initially demonstrates the ability to self-
direct and later provides evidence to the contrary, notify
the Foundation immediately. This is the provider's
responsibility. The Foundation will assist in re-screening
the individual or any potential personal representative.

o o
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SDPAS 501

Department of Public Health
and Human Services

SELF-DIRECTED

PERSONAL ASSISTANCE SERVICES

SECTION:

MOUNTAIN PACIFIC QUALITY
HEALTH FOUNDATION

SUBJECT:

Prior Authorization Contract
Requirements

As execution of the contract, the contractor is
required to provide the following:

1. On-site reviews of individuals receiving
personal assistance or self -directed personal
assistance services for the purpose of
evaluating consumers for services. These visits
shall include; brief explanation of the purpose
of the visit, completion of the consumer
overview, completion of the consumer profile,
provision of basic information regarding the
program, and for the purpose of self -directed
services, evaluating consumers for capacity.

2. Off -site review of requests for changes in
service levels, with the option to perform an
on-site review when needed.

3

.

Administrative support to provide process
oversight to insure that referrals and profiles
are being received and redistributed in a
timely manner.

4

.

A database to provide data management with the
capacity for custom reports to allow the
Department to utilize consumer information for
planning and projecting purposes. Report
details will be determined on an as needed
basis

.

6.

Project Manager to provide supervision
oversight and technical assistance to the nurse
coordinators performing the authorization work.

Participation in yearly training by department
staff.

Participation in the consumer appeals process
when deemed necessary.
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SDPAS 501

SECTION:

MOUNTAIN PACIFIC QUALITY
HEALTH FOUNDATION

SUBJECT:

Prior Authorization Contract
Requirements

8. Full participation in on going quality
assurance. The Department will supply the
quality assurance mechanism.

o O o
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SDPAS 502

SECTION:

MOUNTAIN PACIFIC QUALITY
HEALTH FOUNDATION

SUBJECT

:

New Admissions

When a consumer is unable to select an agency during the
onsite visit, the nurse coordinator will instruct the
consumer to contact them when they have made a selection.
IT IS NOT APPROPRIATE FOR NURSE COORDINATORS TO SUGGEST,
IMPLY, DIRECT OR REFER CONSUMERS TO ANY PARTICULAR AGENCY.

CHANGE IN
PROVIDER OR
OPTION: At times the consumer may choose to leave one agency

and receive services from a second agency or switch
options

.

The Foundation forwards the information to the new
agency and updates the database accordingly. In cases
of consumers switching to self -direct, the capacity
addendum must be processed. This can be done over the
telephone.

When consumers contact the Foundation regarding a

change in option or provider, the delay should be
explained to the consumer.

REQUEST TO AMEND
AUTHORIZATION: Events may occur that require the service authorization

to be increased or decreased. The provider agency will
notify the Foundation when this event occurs. The
Oversight Documentation form (DPHHS-SLTC-164 ) will be
completed in this situation.

The request will be reviewed by a central MPQHF nurse
and entered into the database. If sufficient
information is available, a central office nurse can
process the amendment

.

SWITCH IN
OPTIONS

:

If a consumer opts to enter the self-direct program and
is currently receiving agency-based services, the
Foundation must complete a capacity addendum. The
Foundation will determine capacity and adjust the
profile if HMA tasks are being added.
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SDPAS 5 02

SECTION:

MOUNTAIN PACIFIC QUALITY
HEALTH FOUNDATION

SUBJECT

:

New Admissions

DEPARTMENT
REQUEST

:

The Program Manager of the Department may at any time
request that a consumer be put through the
authorization process, regardless if the consumer is
due for their annual review.

o O o
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SDPAS 503

Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SECTION:

MOUNTAIN PACIFIC QUALITY
HEALTH FOUNDATION

SUBJECT:

Personal Assistance Services

Consumer Overview/Referral
(DPHHS-SLTC-154)

PURPOSE

PROCEDURE

:

DISTRIBUTION:

INSTRUCTIONS

Page 1 of this form is used as a referral document to
request personal assistance services. It also lists
important identifying information. Page 2 details
pertinent information concerning the consumer. The
agency service plan is found on page 3 of this
document

.

When a Personal Assistance agency receives a request
for services, the agency completes the page 1 of the
Overview/Referral and transmits this form to the
Foundation within one working day. The Overview will be
completed by the Foundation during the initial intake
and at annual review.

The referring agency keeps a copy of the original
referral. When the intake process is completed all 3

pages of the Overview will be sent to the consumer's
agency choice.

NOTE TO REFERRAL SOURCE: Fill in all information which
you have. The Foundation will complete all other
information during the intake process.

Check applicable boxes whether this referral is for
agency-based PAS or SDPAS.

Check whether this referral is for short term services
(less than 3 months), initial referral, change (for
change in provider or option) , readmit or
inappropriate

.

If a Medicaid application is pending and not approved,
check the "Medicaid Pending" box.

Medicaid ID#- -Enter the consumer's Medicaid number.
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SDPAS 503

SECTION:

MOUNTAIN PACIFIC QUALITY
HEALTH FOUNDATION

SUBJECT

:

Personal Assistance Services
Consumer Overview/Referral
(DPHHS-SLTC-154)

Name- -Enter the consumer's last name, first name and
middle initial.

DOB- -Enter the consumer's date of birth.

Sex- -Enter F for female, M for male.

Address- -Enter consumer's street, city, and zip code.

Mail Address- -Enter the consumer's mailing address,
city and zip code if different than the physical
address

.

Telephone- -Enter the consumer's telephone number.

Contact Person- -Enter the name of the person to be
contacted concerning services if other than the
consumer.

Telephone- -Enter the contact person's home and work
telephone numbers.

Responsible Party- -Enter the name of the responsible
party if applicable.

Personal Representative- -Check this box if the
responsible party is the personal representative for
the purpose of the self -directed personal assistance
program.

Legal Guardian- -Check this box if the responsible party
is the legal guardian.

Other- -Check this box if the responsible party is other
than a legal guardian or personal representative and
list the relationship, i.e. DPOA or POA, etc.

Address- -Enter the street, city and zip code of the
responsible party.

Telephone- -Enter the telephone number of the
responsible party.
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SDPAS 503

SECTION:

MOUNTAIN PACIFIC QUALITY
HEALTH FOUNDATION

SUBJECT

:

Personal Assistance Services
Consumer Overview/Referral
(DPHHS-SLTC-154)

Directions to home and other information- -Enter any-

relevant information pertinent to the consumer or their
situation which would facilitate the completion of the
intake/review process by the Foundation. Include names
and phone numbers of individuals other than the
consumer who need to be present at the visit.

Reason for Referral- -Enter any pertinent comments
relating to the consumer and their need for personal
assistance services.

Health Care Professional- -Enter the name and the
telephone number of the consumer's primary physician or
other primary provider.

Primary and Secondary Diagnoses- -List primary and
secondary diagnoses causing the need for personal
assistance

.

Referral Source- -Enter the name of the person
completing the referral form. If appropriate enter the
referring agency's name, phone number, fax number,
address, city and zip code.

Date- -Enter the date the request for referral is
received by the referral source.

High Risk Referral-

-

No--Check "no" if this is not a high risk referral. Do
not fill in the remaining blanks in this box.

Yes--Check "yes" if this is a high risk referral as
defined in SDPAS 410.

Reason- -State reason that this is a high risk referral
as defined in SDPAS 410.

Date services instituted- -Enter date services were
instituted.
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SDPAS 5 03

SECTION:

MOUNTAIN PACIFIC QUALITY
HEALTH FOUNDATION

SUBJECT

:

Personal Assistance Services
Consumer Overview/Referral
(DPHHS-SLTC-154)

1. Commendable care delivery- -Check when consumer
relays or nurse reviewer observes above the call
of duty care is being delivered.

2. Care issues identif ied-provider follow up-- Check
when consumer relays issues related to staffing or
delivery of services.

3. Follow up by RPO needed- -Check when consumer
relays a critical situation which requires
immediate follow up by a department
representative

.

Care Determination- -Nurse coordinator completes this
section.

Nurse Coordinator- -The Foundation nurse completing this
assessment signs and enters date completed.

The Nurse coordinator completes the capacity addendum
to determine if the consumer or personal representative
is capable of managing personal care.

o O o

April 1, 2004 SENIOR & LONG TERM CARE Page 5 of 5





DPHHS-SLTC-154
(Rev. 7/01)

Page 1 of 4

v,J t

PAS SDPAS
Medicaid Pending

Initial Readmit

STATE OF MONTANA
Department of Public Health and Human Services

PERSONAL ASSISTANCE SERVICES
CONSUMER REFERRAL/OVERVIEW

MR#:

Q Short Term Annual Change D Inappropriate

Medicaid ID# Last Name First Name MI DOB Sex

Street Address City State/Zip/County Telephone

Mail Address City State/Zip/County

Contact Person Relationship Telephone - Home Telephone-Work

Responsible Party: J Personal Representative Ll Legal Guardian LJ Qthe

Street Address City State/Zip Telephone

! i

Directions to home and other pertinent information:

Personal care needs:

Health Care Professional: Telephone:

List each medical diagnosis.

Primary Diagnosis Other Diagnoses

Secondary Diagnosis

Referral Source: PLEASE PRINT

Name Agency Phone Fax

Address Citv State/Zip Date

HIGH RISK
High Risk Referral? No

Date services instituted:

Yes Reason?

Number of days per week: Total units per week:



DPHHS-SLTC-154
(Rev. 8/02)

Page 2 of 4

ENVIRONMENT



DPHHS-SLTC-154
(Rev. 7/01)
Pa-~lof4

HEALTH DESCRIPTION

Describe consumer's needs:

Overall health is: LJ Excellent LJ Good LJ Fair LJ Poor LJ Terminal

Medication Dosage/Route Medication Dosage/Route Medication Dosage/Route
Include 02, PRN

ASSISTIVE DEVICES (check all that apply) H - Have U-Use

H U
Cane

Lifts - Hoyer, Other

Ll L~J Commode chair

Bath/Shower bench

L 1 LJ Sliding or transfer board

I

CD Environmental control unit

Li Power wheelchair, scooter

LJ L
I Manual wheelchair

Walker

LJ Lj Crutches, leg braces and other mobility devices

LJ LH Trapeze bar, bed rails, etc.

LJ LJ Augmentative communication devices

L~J D Computer system

LJ Lifeline or other emergency response system

LJ LJ Braille Speak, or other devices for visual impairment

Writing splints, adapted eating utensils, other devices
for impaired hand function

FACTORS IMPACTING LEVEL OF FUNCTION

ROM Upper R/L/B Lower R/L/B Fine Motor Skills Seizures

Spasticity Memory LT ST Skin Integrity Cognitive Be
LJ Oxygen Dependent Q Vent Dependent Cardiac Circulatory

LJ Neuromuscular Immunological Q Skeletal Other Information:

LJ Endurance Pain

Spasticity Memory LT ST Q Skin Integrity Cognitive Q Behavior Psychological Respiratory

-it Cardiac Circulatory GI G-tube GU Neurological Muscul
^ 1 1 1 1 i > t i I 4 \ t l> 1 1 »- In lurn^'t t i . i n

QUALITY ASSURANCE
Commendable care delivery Care issues identified - provider follow up O Follow up by RPO needed

Relate any care delivery issues identified by the consumer:

CARE DETERMINATION
1. This consumer identifies his/her own needs?

2. This consumer directs and evaluates task accomplishment (in relationship to a caregiver)?

This consumer provides and/or arranges for his/her own health and safety?

4. This consumer has the ability to report lack of care delivery (i.e., no shows)?

Yes



DPHHS-SLTC-154

(Rev. 1/04)

Page 4 of 4

Capacity Addendum

Medicaid ID# Last Name First Name MI Date

Who will be directing care? Ll Consumer d Personal Representative

Personal

Representative:

Name Home Telephone Work Telephone

Mailing Address City State Zip Code

Relationship to Consumer: d Spouse Parent D Legal Guardian O Adult Child

Other:

How did you learn of the self-direct program/How long have you been on the program?

(Initial) Have you had experience with personal care in the past?

(Annual) Are you currently utilizing services?

How many attendants do you need to provide your personal care?

How do/will you find your attendants?

How do/will you train those attendants?

What time during the day do you need care?

What do/will you do if your attendant does not show up to provide your care?

Do you feel comfortable confronting your attendant, if problems arise?

How do/will you deal with the problem?

Identified Concerns:

Summary:

Does the individual meet the capacity to self-direct? Yes No, referred to RPO for education Yes on rescreen

Nurse Coordinator: Onsite TC Date:



=»



SDPAS 504

SECTION:

MOUNTAIN PACIFIC QUALITY
HEALTH FOUNDATION

SUBJECT:

Personal Assistance Services
Profile (DPHHS-SLTC-155)

Effective Date - -The date of the screen or if there
is a reduction in units, 3 days from the date of
the screen. If the profile is an approved amendment
the effective date is the date the amendment was
received at the Foundation. Consumer's Medicaid
number- -Enter consumer's Medicaid ID number.

Consumer Name- -Enter the consumer's full name.

Companion Case Name- -Enter the name of a person (if
any) residing in the same household who is also
receiving personal assistance services.

Relationship- -Enter the relationship of the
companion case to the consumer.

Level of Impairment --Rate the consumer's impairment
level according to the following scale for each task
listed:

= Independent: No functional impairment. The
individual is able to conduct the activities
without difficulty and has no need for
assistance. Need is met with adaptive equipment
or service animal

.

1 = Standby: Mild functional impairment. The
individual is able to conduct the activity but
does require standby assist or cuing.

2 = Limited Assist: Moderate functional impairment.
The individual is able to conduct the activity
with moderate difficulty and requires minimal
assistance

.

3 = Extensive Assist: Severe functional
impairment. The individual has considerable
difficulty completing the activity and requires
extensive assistance.

4 = Total Dependence: Total functional impairment.
The individual is completely unable to carry
out any part of the activity.
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SDPAS 504

SECTION:

MOUNTAIN PACIFIC QUALITY
HEALTH FOUNDATION

SUBJECT:

Personal Assistance Services
Profile (DPHHS-SLTC-155)

5 = N/A Age Appropriate: The individual's ability to
participate in and/or complete the task is
consistent with average person of that age.

The nurse coordinator must decide which of the six
impairment levels best describes the consumer being
reviewed. An impairment in this context is a functional
limitation, i.e., a limitation in the ability to carry
out an activity or function. A person has an impairment
with respect to a particular activity if he is limited,
either physically or mentally, in his ability to carry
out that activity. "0" and "4" are absolutes in the
sense that they indicate no functional impairment or
total dependency. For example, if a consumer can
perform any of the dressing tasks for himself, a "4" is
not appropriate. If he can perform the dressing task
without difficulty, a "0" is appropriate. If a consumer
is able to conduct an activity only with difficulty,
and the difficulty is such that the consumer frequently
cannot complete some part of the activity, then the
consumer is impaired, even if the consumer at other
times can complete the entire activity. In addition, if
the degree of difficulty is such that the consumer
should have at least minimal assistance with that
activity, then the consumer is impaired, even if the
consumer can (with difficulty) conduct the activity
without assistance. If the consumer can complete the
activity but needs cuing to do so, or, because of
safety considerations needs someone there while
completing the task, they would require standby assist.
If the difficulty with an activity does not affect the
consumer's conduct of the activity or does not cause
any problems for the consumer, the consumer is not
impaired.

Enter a level for each task.

The Personal Assistance Services Profile is designed to
rate a consumer's level of independence in self -care.
Determine the level for each task according to the
ability to self-care and not according to the
consumer's access to a resource to assist with the
task. In rating each item, use the consumer's response,
observations of activity, and any knowledge provided
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SDPAS 5 04

SECTION:

MOUNTAIN PACIFIC QUALITY
HEALTH FOUNDATION

SUBJECT

:

Personal
Profile

Assistance
DPHHS-SLTC

Services
155)

about the consumer from other sources. To determine the
severity of the consumer's impairment, consider the
following factors:

1. Consumer Perception of the Impairment- -Does the
consumer view the impairment as a major or minor
problem?

2. Congruence- -Is the consumer's response to a

particular question consistent with the consumer's
response to other questions and, also, consistent
with what is observed?

3. Consumer History- -Probe for an understanding of
the consumer's history as it relates to the
current situation and of the consumer's attitude
about the severity of the impairment. Has the
consumer always lived in a cluttered home and is

not, therefore, concerned because he is unable to (

perform housekeeping tasks? Has the consumer
always eaten only one meal a day and is not,
therefore, interested in eating more often? How
has the impairment changed the consumer's
lifestyle?

4. Consumer's Right to Self -Determination vs. Danger
to Self --Consider the consequence to the consumer
if he chooses not to take medications, bathe,
adhere to a special diet, etc.

5. Lack of Facilities- -Absence of facilities for
bathing, laundry, telephoning, or meal preparation
may indicate an impairment . The impairment and its
degree will depend on accessibility to the
facility, on the consumer's ability to use the
facility, and on the consumer's ability to make
satisfactory accommodations in the absence of the
facility.

6. Adaptation—If the consumer has adapted his
physical environment or clothing to the extent
that he is able to function without assistance,
the degree of impairment will be lessened, but the

(
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SDPAS 5 04

SECTION:

MOUNTAIN PACIFIC QUALITY
HEALTH FOUNDATION

SUBJECT:

Personal Assistance Services
Profile (DPHHS-SLTC-155)

consumer will still have an impairment
includes the use of adaptive equipment

This

Use the following examples for each item to help you
differentiate between scores of "2" or "3".

1. Bathing

2. Dressing

3. Hygiene

4. Toileting

2 -Limited Assist





SDPAS 504

SECTION:

MOUNTAIN PACIFIC QUALITY
HEALTH FOUNDATION

SUBJECT

:

Personal Assistance Services
Profile (DPHHS-SLTC-155)

1 1 . Medication

Assistance

* 12. Bowel

Program

* 13. Wound Care

* 14.Urinary

System

Management

* 15. Medication

Administration

16. Medical

Escort

17. House

Cleaning

2 -Limited Assist



SDPAS 5 04

SECTION:

MOUNTAIN PACIFIC QUALITY
HEALTH FOUNDATION

SUBJECT

:

Personal Assistance Services
Profile (DPHHS-SLTC-155)

«

2 -Limited Assist

18. Laundry

19. Shopping

Consumer does hand washing but has difficulty

wringing and hanging heavy laundry to dry.

Consumer may be able to put clothes in washing

machine, sort clothes, fold them and put them

away with only minimal difficulty. Consumer

can also assist in these ways if a Laundromat is

used. Consumer may have strength but may not

be able to see or turn washer dials, or may

require supervision or instruction to use a

washer.

3 = Extensive

Consumer may do light hand washing but

cannot bend or lift or carry loads of

clothes to manage most laundry.

Consumer cannot hang clothes out at all or

get them off a line, but may fold them and

help put them away. Consumer may not

be able to wring out clothes without help.

If a Laundromat is used, the consumer has

considerable difficulty using it.

* Self-Directed Only

Consumer decides what to buy and can shop if

someone goes along to help. Consumer may

shop by telephone. Consumer may have

difficulty carrying or storing groceries.

Consumer may still decide what to buy,

but seldom, if ever, goes to a store.

Consumer may not be able to shop by

telephone due to communication

difficulties. Consumer regularly cannot

carry or store most of the purchases

without help.

Check the appropriate column that indicates the degree to

which the consumer's need for help in the completion of each
task is met. Check one column for each task.

M = Met --The consumer's needs are met. The consumer
may be independent in this task, or the need for
help is being met by someone other than a personal
assistance agency. Other sources for meeting the
need include family, friends, Council on Aging,
home health, etc. No time can be authorized for
any task coded with an "M"

.

P = Partially Met --The consumer requires help with the
task. Someone other than a personal assistance
agency is providing that help part of the time, or
the consumer may participate in the task. For
instance, an individual requires help with meal
preparation. A family member is able to cook
breakfast and dinner, but is not available to cook
lunch.

U = Unmet- -The consumer requires help with the task
and the need is currently unmet. (
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SDPAS 504

SECTION:

MOUNTAIN PACIFIC QUALITY
HEALTH FOUNDATION

SUBJECT

:

Personal Assistance Services
Profile (DPHHS-SLTC-155)

Activities of Daily Living Tasks (ADL)
For each task, check any applicable sub- task listed.
NOTES :

Meal Preparation - -Meal preparation is for the consumer
only, not other members of the household.

If the Medicaid paid caregiver lives in the same
household as the consumer, time should not be
authorized for meal preparation except for tasks
related to a medically necessary specific diet; i.e.,
puree, cooking a separate meal when family members
unable or unavailable.

Medication Assistance - -Time for this task may be
allotted only when no other task is being provided.

Minutes Per Day - -For each task to be authorized, enter
the daily number of minutes needed to conduct that
task.

Days Per Meek - -For each task to be authorized, enter
the number of days per week the consumer will require
assistance with the task.

NOTE: For consumers who require assistance with
bathing, the norm for authorization is three times per
week. If a consumer demonstrates a lesser need,
authorize accordingly. If a consumer is medically
compromised by bathing three times per week, authorize
at a higher level. The consumer must have a specific
medical condition that is directly compromised by less
bathing in order to increase the authorization. The
foundation will document medical necessity on all
exceptions with a statement from the healthcare
professional. Statements obtained by the provider
agency are not acceptable.

Total Minutes - -Multiply the minutes per day times the
days per week to obtain the total minutes per week for
each task.

2004 SENIOR & LONG TERM CARE Page 9 of 11



SDPAS 504

SECTION:

MOUNTAIN PACIFIC QUALITY
HEALTH FOUNDATION

SUBJECT

:

Personal Assistance Services
Profile (DPHHS-SLTC-155)

Health Maintenance Activities (HMA)

NOTE: This section to be used for SDPAS only.

Minutes Per Day - -For each task to be authorized, enter
the daily number of minutes needed to conduct that
task. A task may be authorized if the provider performs
it at least once a month.

Days Per Week - -For each task to be authorized, enter
the number of days per week the consumer will require
assistance with the task.

Total Minutes - -Multiply the minutes per day times the
days per week to obtain the total minutes per week for
each task.

Medical Escort - -Do not enter the amount of time to be
utilized. A provider must document mileage,
destination, and time when escort services are
utilized. Consumers must require cuing and/or
redirecting because of cognitive deficits, or hands on
assistance with ambulation, transfer, (un) dressing or
toileting en route to, or while at, the medical
appointment in order to qualify for this service.
Transportation alone is not a qualifying task for
admission into personal assistance services or self-
directed personal assistance services. The consumer
must get prior authorization for state plan
transportation by calling 1-800-292-7114.

IADL- instrumental activities of daily living Household
Tasks (HT)

NOTES :

Cleaning, Laundry, Shopping - -Estimate the amount of
time needed to complete these tasks. When a consumer
lives with a family, it is expected that the family
will provide most household, shopping and escort
services. When a consumer lives with the Medicaid-paid
caregiver, time should not be authorized for shopping
and general household chores. Consider area used by
consumer, actual time required to complete task.
Multi-tasking is to be utilized when environment

April 1, 2004 SENIOR Sc LONG TERM CARE Page 10 of 11



SECTION:

MOUNTAIN PACIFIC QUALITY
HEALTH FOUNDATION

SDPAS 5 04

SUBJECT

:

Personal Assistance Services
Profile (DPHHS-SLTC-155)

factors allow; i.e., laundry can be washed while
cleaning consumer's bedroom.

Comment

s

- - Provide comments relative to the need for
delivery of services. Be clear and concise.

Provider - -Nurse coordinator enters the name of the
provider the consumer choose to provide services.

Date Provider Selected -- Original date the provider was
selected.

NOTE: Remember only authorized tasks and frequency will
print on provider's profile.

o o
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SDPAS 505

Department of Public Health
and Human Services

SELF-DIRECTED

PERSONAL ASSISTANCE SERVICES

SECTION:

MOUNTAIN PACIFIC QUALITY HEALTH
FOUNDATION

SUBJECT:

Self -Directed Personal Assistance

Services Authorization
(DPHHS-SLTC-152)

PURPOSE

:

PROCEDURE

DISTRIBUTION:

INSTRUCTIONS

:

This form notifies the applicant of the results of the
screening for the Personal Assistance Program. This
form also provides the applicant with their fair
hearing rights.

The Foundation completes this form for all initial
personal assistance services authorizations, decreases
in authorizations, and denials.

The applicant receives the original by mail. A copy is
retained by the Foundation.

Applicant- -enter the applicant's name, address, city,
zip code and social security number.

Screening Determination- -Enter the date the applicant
was screened and check the appropriate authorization.

Applicant Choice of Agency- -List the applicant's
choice of agency. If the applicant has not yet made a

choice, leave blank.

Authorization- -Fill in the number of units authorized
for Activities of Daily Living (ADL) and Household
Tasks (IADL). List total number of units and convert to
hours. Enter authorized span date.

Reviewer- -Reviewer name and dates completed.

o O o
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DPHHS-SLTC-152 STATE OF MONTANA
(Revised 03/04) Department of Public Health and Human Services

Page I of 2

SELF-DIRECTED PERSONAL ASSISTANCE SERVICES AUTHORIZATION

Name of Applicant

Street Address

City and Zip Code Social Security No.

Mountain Pacific Quality Health Foundation

3404 Cooney Drive

Helena, MT 59602

Phone: 1-800-268-1 145 / 443-4020

Fax: 1-800-268-5767

SCREENING DETERMINATION:

On you were screened to determine if you are eligible for Self-Directed Personal Assistance Services. The decision of

the screening professional is:

Self-Directed Personal Assistance Services ARE NOT required and WILL NOT be paid by Medicaid. If

Medicaid payment is currently being made for Self-Directed Personal Assistance Services, reference authorized span

listed below for end date .

Self-Directed Personal Assistance Services are required and Medicaid will pay if you have full Medicaid

eligibility, reference authorized span. Should you continue to need service, contact your Agency and you will be

rescreened. prior to the ending date. Contact your local Office of Human Services, if you have questions regarding

financial eligibility.

A change in the level of authorization has occurred.

Authorization for Self-Directed Personal Assistance Services has been denied. You do not meet program

eligibility criteria. Agency based Personal Assistance Services may be available.

If you have not entered Self-Directed Personal Assistance Services and determined financially eligible within 60 days of

the screening date, this screening determination is no longer valid.

APPLICANTS CHOICE OF AGENCY:

I.

2.

ADL: + HT: + HMA:

Authorized Span To:

HRS

Reviewer:

Name

LEGAL BASIS for ACTION:

PERSONAL ASSISTANCE SERVICES
ARM 37.40. 1301-1315

42CFR§440.167

Date

If you are financially and medically eligible. for Personal Assistance Services, you may request services from any eligible

and willing provider. Contact your provider agency or telephone the Mountain Pacific Quality Health Foundation _
(address, phone above) or the Regional Program Officer in your area, if you have any questions or concerns regarding
this authorization. -

•
-.

IF YOU DISAGREE WITH THIS DETERMINATION, YOU MAY REQUEST A FAIR HEARING.
PLEASE READ THE SECOND PAGE OF THIS NOTICE FOR FURTHER INFORMATION ON THE FAIR
HEARING PROCESS.

I request a fair hearing for these reasons:

I have an attorney: [ ] YES [ ] NO

My attorney's name is:

Attorney's address:

Attorney's phone number:

(Claimant or Authorized Representative) (Phone) (Date)

To request a fair hearing complete, sign and mail the white copy of this notice to: Hearing Officer, P.O. Box 202953, Helena, MT 59620.



DPHHS-MA-152
(Reused 03/04)

Page 2 of 2

Benefits and services must be provided without regard to race, color, national origin, religion, political belief, age, disability,

sex or mantal status.

If you feel that you have been discriminated against, you may contact the Department of Public Health and Human Services

for information on how to file a complaint.

IMPORTANT

If you disagree with the determination stated on this form you may request a fair hearing before a hearing officer of the

Board of Public Assistance.

Under certain circumstances you may continue to receive services during the period of your appeal. A request for

continuation of services must be made prior to the date given in the notice of the change in or termination of your services.

If you are interested in continuing to receive services during the period of your appeal, you must contact one of the regional

offices immediately to request continuation of services. If you lose your appeal, you will be fiscally responsible for services

delivered during the appeal process.

A request for fair hearing must be made in writing within 90 days of the mailing date of this notice. You may use the

"Request for Fair Hearing" section on the front section of this form to make your request. A request for fair hearing must be

directed to:

Heanng Officer

P.O. Box 202953

Helena, MT 59620

If you need assistance in preparing a request for fair hearing you may contact one of the regional offices listed below.

Prior to the fair heanng, 3 program officer for the Department will conduct an administrative review of the matters which you

are appealing. The administrative review is an opportunity for you to informally present your case and for the Department to

reconsider the matters that you are appealing.

The fair hearing is a process in which the parties formally present their legal arguments and evidence in support of their

positions on the matters at issue. The decision of the heanng officer is made based on the evidence presented at heanng and

upon the governing federal and state laws, regulations and policies. The decision of the hearing officer may be appealed to

the Board of Public Assistance. The Board of Public Assistance reviews the matters at issue as presented before the heanng

officer. Tins appeal does not involve another hearing. The decision of the hearing officer or the Board of Public Assistance

resolves the matters at issue and is binding upon the parties unless an appeal is made to state distinct court.

REGIONAL PROGRAM OFFICERS

Regional Program Officer

2121 Rosebud Drive Suite D
Billings, MT 59102

Phone: 655-7646

655-7635

Regional Program Officer

220 W. Lamme, Suite IE

Bozeman, MT 59715

Phone: 586-4089

Regional Program Officer

700 Casey

Butte, MT 59701

Phone: 496-4989

Regional Program Officer

218 West Bell, Ste 205

Glendive, MT 59330

Phone: 377-6252

Big Horn, Carbon,

Golden Valley, Musselshell,

Stillwater, Treasure,

Wheatland, Yellowstone

Gallatin, Madison, Park

Sweetgrass

Beaverhead, Deer Lodge,

Granite, Silver Bow,

Montana State Prison

Carter, Custer, Daniels,

Dawson, Fallon, Garfield,

McCone, Powder River,

Prairie, Richland, Roosevelt,

Rosebud, Shendan, Valley,

Wibaux

Regional Program Officer

201 1st St S

Great Falls, MT 59405

Phone: 453-8902

453-8975

Regional Program Officer

3075 N. Montana Ave

P.O. Box 202958

Helena, MT 59620

Phone: 444-1707

Regional Program Officer

2282 Hwy 93 S

P.O. Box 2357

Kalispell, MT 59903

Phone: 755-5420

Regional Program Officer

2677 Palmer, Suite 240

Missoula, MT 59808

Phone: 329-1312

329-1310

Blame, Cascade, Choteau,

Fergus, Glacier, Hill,

Judith Basin, Liberty,

Petroleum, Phillips,

Pondera, Teton,

Toole

Broadwater, Jefferson,

Lewis & Clark, Meagher,

Powell, MT State Hospital

Long Term Care Unit

Flathead, Lake, Lincoln,

Mineral, Missoula, Ravalli,

Sanders



Department of Public Health
and Human Services

SELF-DIRECTED

PERSONAL ASSISTANCE SERVICES

SDPAS 506

SECTION:

MOUNTAIN PACIFIC QUALITY
HEALTH FOUNDATION

SUBJECT

:

Contract Performance Standards

The following performance standards will determine
the actual performance of the contracted duties.
Each standard is measurable based on contracted
terms or department rules and policies.

1. Referral to authorization time is less than 20
working days ninety- five percent (95%) of the
time

.

2. Management reports are completed and delivered
to the Department by the 20 th of each month one
hundred percent (100%) of the time.

A core group of individuals authorizing
services is less than ten (10) , and experiences
a less than 20% turnover.

Authorizations are in accordance to policy 95%
of the time.

Actual contract costs are proportionate to
contract fees.

3.

4.

5.

o O o
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SDPAS 6 01

SECTION:

ADMINISTRATIVE REQUIREMENTS

SUBJECT:

Consumer Personal Representative
Responsibility

6. Notify provider agency when health maintenance
tasks are transferred to a home health agency.

7. Personal assistant management to include:
a. recruitment;
b. training (Refer to SDPAS 706)

;

c. scheduling; and
d. length of employment.

8. Review and approve all Self -Directed Personal
Assistance Services Service Delivery Records;

9. Participate in recertif ication every 180 days;

10. Successful completion of compliance reviews;

11. Participate in prior authorization activities
for services;

12. Follow all Department rules and policies.
Failure to do so may lead to termination from
the program and referral to the Medicaid Fraud
Control Unit; and

13. Have knowledge of where the following records
are held:
a. Profile (DPHHS-SLTC-155)

;

b. Consumer Agreement (DPHHS-SLTC-159) ; and
c. Service Delivery Records.

If the consumer has a personal representative,
the PR assumes these responsibilities.

o O o
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SDPAS 6 02

SECTION:

ADMINISTRATIVE REQUIREMENTS

SUBJECT:

Provider Eligibility/
Responsibility

b. review the Consumer Profile, if
necessary - refer to Foundation for
amendment

;

c. review the service plan and personal
assistant schedule;

d. assist the consumer to evaluate personal
assistant, if necessary; and

e. changes in program policy.

File reports as required by the
Department (Refer to SDPAS 311)

;

Successful completion of provider
compliance reviews; and

Insure consumer/personal representative are
abiding by the Consumer Personal
Representative Agreement.

o O o
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SDPAS 6 03

Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SECTION:

ADMINISTRATIVE REQUIREMENTS

SUBJECT:

Provider Enrollment

The Department will enroll providers that are
businesses organized under the laws of the
state of Montana, and meet Montana Medicaid
requirements

.

A provider enrollment application may be
obtained by calling Consultec, Inc at 1-800-
624-3958.

A description of the provider's service area
must accompany the application. A service area
must be defined in terms of a county or Indian
Reservation. Anytime the provider amends the
service area, the department must be notified.

Newly enrolled providers must receive in
service training by a Regional Program Officer
prior to accepting consumers into the program.

In addition, the Regional Program Officer may
require preapproval of new Service Plans until
the agency demonstrates understanding of
department policies and procedures.

o o
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Department of Public Health
and Human Services

SELF-DIRECTED

PERSONAL ASSISTANCE SERVICES

SDPAS 605

SECTION:

ADMINISTRATIVE REQUIREMENTS

SUBJECT

:

Payment Processing

PROCEDURES - -The Department contracts with a fiscal
intermediary to process all Medicaid claims. The fiscal
intermediary is ACS, Inc. Claims are submitted on a CMS1500
claim form or an electronic version. A claim form must be
submitted for each consumer. Claim forms must be purchased
by the provider agency.

For specific information relating to claims processing, the
contract agency should refer to ACS ' s Personal Assistance
Services Provider Manual

.

ACS can be contacted by calling or writing:

Montana Medicaid
ACS, Inc.
P.O. Box 8000
Helena, MT 59604
Local: 406-442-1837
In-State Toil-Free: 1-800-624-3958

o o
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SDPAS 60 6

Department of Public Health
and Human Services

SELF-DIRECTED

PERSONAL ASSISTANCE SERVICES

SECTION:

ADMINISTRATIVE REQUIREMENTS

SUBJECT

:

Reimbursement Methodology

REIMBURSEMENT: Payment to the provider agency is based on a unit
rate for personal assistance services set by the
Department. Personal assistance services means
services provided by a personal assistant or the
provider agency for the purposes of program
oversight

.

PERSONAL ASSISTANT
UNIT: A unit of personal assistant service is one 15

minute unit and means an on-site visit specific to
a consumer

.

OVERSIGHT
UNIT:

MILEAGE:

An oversight unit is a 15 minute unit and means an
on-site visit specific to a consumer and related
activity specific to that consumer. Related
activity includes but is not limited to
intake/recertification, charting, incident
reporting or any similar activity that can be
specially assigned to a consumer. Claims for
service must be supported by appropriate
documentation.

Mileage may only be billed in conjunction with
authorized escort or shopping services. Odometer
readings to track mileage and documentation of
destination are required to support claims for
reimbursement

.
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SECTION:

ADMINISTRATIVE REQUIREMENTS

SDPAS 606

SUBJECT

:

Reimbursement Methodology

TRAVEL TIME
TO PORTAL)

:

( PORTAL
Reimbursement for travel time is an administrative
expense and has already been calculated in the unit
rate. Travel time is time spent in travel by a

personal assistant as part of her principal
activity, such as travel time between consumer home
visits. Travel time does not include travel time
from the personal assistant ' s home to the first
consumer home visit or from the last consumer home
visit back to the personal assistant's home.

NOTE: Travel time is NOT to be billed as personal
assistant units to the Department.

For more information regarding Portal to Portal,
contact the Department of Labor.

PROCEDURE CODES
AND RATES:

MODIFIERS:

Procedure codes are established by the Department /

and are used by the provider agency to bill for
services provided. The Department sets the upper
limit for allowable rates which are shown below.
Some agencies have a lower rate allowed by the
Department based on the wage initiative. An agency
may not bill a rate higher than the Department
approved rate for the agency.

TE - A claim for oversight must include a TE
modifier to identify the service was oversight and
not attendant services.

TS - If a provider receives a timesheet from an
employee for dates of services already paid, a claim
may be submitted with a TS modifier instead of

adjusting the original claim. This is to be used
only when increasing units and charges. The TS

modifier cannot be used to bill more units and
charges for oversight.

UA - Claims submitted for home and community based
services must include a UA modifier. Oversight is

recorded with both UA and TE modifiers. The UA must
be the first modifier followed with the TE

.

|

April 1, 2004 SENIOR Sc LONG TERM CARE Page 2 of 4



SDPAS 606

SECTION:

ADMINISTRATIVE REQUIREMENTS

SUBJECT

:

Reimbursement Methodology-

Claims billed with the TE and TS modifiers will be
pended until ACS can verify the service is
authorized.

Procedure
Code











SDPAS 6 08

SECTION:

ADMINISTRATIVE REQUIREMENTS

SUBJECT

:

Records Retention

1. Services were delivered consistently with program
requirements

;

2. The amount of services provided to the consumer; and

3. When services were delivered.

The provider agency must keep medical and financial records,
supporting documents, and all other records supporting
services provided under this program. The provider agency
must retain records for a period of at least 6 years and 3

months from date of service. If any litigation, claim or
audit is started before the expiration of the retention
period provided by the Department, records must be retained
until all litigation, claims or audit findings have been
resolved.

Upon request , the provider agency must make records
available for use by the following:

1. The State of Montana;

2. The Department of Public Health and Human Services
(including the adult protective services program)

;

3. The U.S. Department of Health & Human Services;

4. The U.S. Comptroller General; and

5. The consumer or their legal representative.

When requested, the provider agency must complete and submit
audited financial statements and/or cost reports according
to Department procedures

.

o O o
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Department of Public Health
and Human Services

SELF-DIRECTED

PERSONAL ASSISTANCE SERVICES

SDPAS 702

SECTION:

SERVICE REQUIREMENTS

SUBJECT

:

Program Oversight

The provider agency must review with the consumer the

following items before the initiation of services and at the

time of recertif ication:

1

.

Educate the consumer regarding Department
policies, and program parameters and philosophy.

2

.

Educate the consumer/PR regarding provider agency
hiring policies, consumer assistance, personal
assistant management training, agency
responsibilities, consumer/PR responsibilities and
agency complaint procedure

.

3. Ensure that additional information and short-term
objectives are related to the tasks and report
information as to what outcome the consumer/PR
hopes to achieve through services authorized on
the consumer profile. The objectives should be
those of the consumer's and stated in the
consumer's own words.

4. Make sure the Health Care Professional
Authorization (DPHHS-SLTC-160) is signed by a

physician or a health care professional prior to
the initiation of services, on an annual basis or
in the event there is an addition or deletion of a

health maintenance activity.

5. Review with the consumer/PR their responsibilities
as outlined in SDPAS 913 and (DPHHS-SLTC 159.

The provider agency must review all service delivery records
approved by the consumer. The personal assistant shall only
be paid for the hours and tasks authorized by the consumer
profile and actually delivered. Service delivery records
that are in question should be returned to the consumer for
correction or an explanation.
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SDPAS 7 02

SECTION:

SERVICE REQUIREMENTS

SUBJECT

:

Program Oversight

Persons employed as SDPAS program managers are required to
participate in Department training.

Claims for services beyond the limit established by the
profile are subject to recovery by the department.

o o
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Department of Public Health
and Human Services

SELF-DIRECTED

PERSONAL ASSISTANCE SERVICES

SDPAS 7 03

SECTION

:

SERVICE REQUIREMENTS

SUBJECT

:

Recertif icat ion

RECERTIF ICATION:

An agency representative must make an in-home visit at least

once every 180 days to complete the following with the
consumer:

1. Review the Consumer Overview/Referral (DPHHS-
SLTC-154) and Profile (DPHHS-SLTC-155) .

;

2. Review functional limitations and need for
continued services;

3. Evaluate the consumer's perception of the
quality of services provided by the personal
assistant

;

4. Discuss any changes in program policy which may
affect the consumer; and

5. Notify the Foundation, if a need for
authorization adjustment based on medical
necessity/functional impairment is identified,
via the Oversight Documentation form (DPHHS-
SLTC-164) . Include the Temporary Authorization
(DPHHS-SLTC-161) detailing additional services
that have been implemented.

The visit may occur at anytime during the month the 180 th

day falls or when significant changes in condition occur.
The provider agency should assist the consumer in tracking
these visits. If the visits do not occur as required, a

payback can be ordered by the department

.

Examples of timing: Admit 1/07/02, oversight visit completed
by 7/30/02, admit 1/07/02, oversight for change in condition
made on 3/13/02 next oversight visit due by 9/30/02.
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SDPAS 703

SECTION:

SERVICE REQUIREMENTS

SUBJECT

:

Recertif i cat ion

The agency must document all supervisory home visits via the
Oversight Documentation form (DPHHS-SLTC-164) . The agency
must include topics discussed and plans for remedying any
deficiencies

.

ANNUAL REVIEW:

The agency and consumer must meet all requirements of a

recertif ication visit and complete a new Health Care
Professional Authorization form (DPHHS-SLTC-160) , including
the health care professional's signature. The HCP
authorization form must be completed by the end of the month
the annual review the annual review occurs in. If the
current HCP authorization form is not in place recovery WILL
occur. Complete the plan with the most current information
available

.

The annual visit by the provider does not have to correspond
with the annual visit by the Foundation. Complete the
annual paperwork within the month it is due utilizing the
most current authorization for services.

o O o
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Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SDPAS 7 04

SECTION:

SERVICE REQUIREMENTS

SUBJECT

:

Complaint Procedures

COMPLAINT PROCEDURES --The provider agency must
respond to all complaints in a reasonable and
prompt manner. The provider agency must
maintain records which identify the complaint,
the date received and the response.

The provider agency must investigate and
respond in writing to all written complaints
within ten calendar days of receipt.

At the intake of the consumer's service needs,
the agency representative must provide the
consumer with a written copy and an explanation
of the complaint procedures

.

All provider-consumer issues must be addressed
in this manner.

o o
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SDPAS 705

Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SECTION:

SERVICE REQUIREMENTS

SUBJECT:

Termination of Services/
Discharges/Temporary Absences

DEPARTMENT TERMINATION - -The Department may terminate or
reduce self -directed personal assistance services when
funding for services is unavailable.

PROGRAM TERMINATION - -Consumer participation in the program
terminates when: (Reference ARM 37.40.1102). The following
is not a comprehensive list of reasons to terminate
services

.

1. The consumer's health care professional revokes
their approval

;

2

.

The consumer no longer has a medical need for
services

;

3

.

The consumer demonstrates they are unable to
successfully manage within this program;

4. The consumer requests services to terminate; or

5. The consumer fails to participate in the annual
review by the Foundation.

The Foundation will send a Personal Assistance Services
Authorization form DPHHS-SLTC-152 (Refer to PAS 505) in
these instances indicating termination from the program. A
consumer may appeal these decisions using the Department's
fair hearing process as outlined on the reverse side of the
form. For these terminations, a provider does not need to
submit a discharge notice to the Foundation.

PROVIDER TERMINATION - -The provider agency may discharge a
consumer for other reasons. This is an action of the
provider not the Department. When doing this, the provider
agency must provide advance written notice to the consumer
based on provider established policy. An Agency Discharge
Sheet must be submitted to the Foundation (DPHHS-SLTC-158)

.
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SDPAS 707

SECTION:

SERVICE REQUIREMENTS

SUBJECT

:

Mileage and Escort

site of services nearest to the consumer's location. It is

the consumer's choice to utilize a different service site,
but transportation reimbursement does not change.

Personal vehicle mileage for medical services outside the
consumer's community must be prior authorized by the
Mountain Pacific Quality Health Foundation through the
Medicaid transportation program. This program can be
accessed by calling 1-800-292-7114. Either the agency or
the consumer can call. To have services authorized you must
provide the Medicaid ID number of the consumer, the date,
time and location of the appointment, and to whom the
mileage check should be issued.

DO NOT HAVE CHECKS WRITTEN TO YOUR AGENCY.

If you are unclear whether the trip is within or outside the

community, contact the transportation center.

If the Medicaid transportation program limits the number of
miles for the trip to a closer destination, the personal
assistance program will not authorize the difference.

If the Medicaid transportation program denies
transportation, the personal assistance program will not
authorize the trip. If the consumer disagrees with the
denial they may appeal this decision. Appeals are sent in
writing to Mountain Pacific Quality Health Foundation,
Transportation Program, PO Box 6488, Helena MT 59604.

ESCORT: Medical escort services are authorized when the consumer
requires assistance en route or at the destination when a

family member or informal caregiver is unable to accompany
them except for responsible parties of minor children. It is

a separate service from mileage. The personal assistance
program will continue to reimburse for the attendant time
required for medical escort services regardless of which
program is reimbursing for the mileage portion. Escort time
is above and beyond time authorized on the profile. The
escort line will indicate whether escort is approved or not.
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SDPAS 707

SECTION:

SERVICE REQUIREMENTS

SUBJECT:

Mileage and Escort

The Department reserves the right to review claims for
escort against medical claims to insure the consumer kept
the appointment. If the consumer did not attend the
appointment, the escort time and mileage is recoverable.
The consumer can be discharged from the program if this
occurs. Encourage consumers to use this service
appropriately

.

o O o
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SDPAS 709

SECTION:

SERVICE REQUIREMENTS

SUBJECT:

Home and Community Based
Services Program

respite or homemaker, but the agency must manage
the employee

.

CASE MANAGEMENT TEAM'S
RELATIONSHIP TO PERSONAL
ASSISTANCE PROVIDER
AGENCY It is the case management team's responsibility to

develop and monitor home and community based
service plans of care for all consumers enrolled
in the HCBS Program. The HCBS plan of care does
not include personal assistance services as
defined and offered under the State Plan Program.
It does, however, include HCBS personal
assistance, such as socialization and supervision.
It is appropriate to share the State Plan personal
assistance services plan with the case management
team to ensure continuity and coordination of all
services

HCBS REFERRAL
PROCEDURE

:

SERVICE
AUTHORIZATION:

EMERGENCY
REFERRALS

A case management team (CMT) may make a referral
to a self -directed personal assistance provider to
provide services such as socialization,
supervision, specially trained attendants,
homemaker, or respite care. The CMT is
responsible for providing a written order for
services to the SDPAS provider. The provider
implements these services based on the order and
at the wishes of the consumer. The CMT must
notify the provider in writing when the order for
services is amended or terminated. The CMT will
complete this task using their forms and
processes . Providers who have concerns about the
process should discuss this with the ordering CMT.

The CMT authorizes HCBS personal assistance
services using their form. Authorization for HCBS
personal assistance does not require any action by
the Mountain Pacific Quality Health Foundation.

If the case management team contacts the SDPAS
provider agency with an emergency referral, the
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SDPAS 709

SECTION:

SERVICE REQUIREMENTS

SUBJECT:

Home and Community Based
Services Program

SDPAS provider agency will coordinate with the
consumer and the case management team to implement
services as soon as possible. Emergency requests
will be limited to consumers who are at immediate
risk of institutionalization or in a hazardous
home situation.

REASSESSMENTS: The case management team will keep the SDPAS
provider agency informed of all changes affecting
the consumer's need for HCBS related personal
assistance

.

o O o
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Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SDPAS 711

SECTION:

SERVICE REQUIREMENTS

SUBJECT:

Medicare Home Health Aides

At times a consumer may be receiving home
health aide services under the Medicare benefit

and still require Medicaid personal assistance

services to fulfill their needs. Under the
Medicare home health benefit, home health aides

are limited in their abilities to provide
supportive tasks such as escort, shopping, meal
prep, household tasks. Both programs can and
are able to serve the same consumer. This is

an acceptable situation so long as the
following occurs:

1. The Medicare certified home health agency

provides a home health aide based upon
their assessment and program limitations,
prior to the evaluation of personal
assistance services. Medicare must pay
for services first.

2

.

The Medicaid personal assistance provider
does not duplicate the service, but rather
provides supplemental services to the
consumer. As the payor of last resort,
Medicaid, would not cover those services

provided or available under the Medicare
benefit

.

Provider agencies should work closely with the
home health agency when this situation arises.

This policy applies to new admissions to the
personal assistance program. When a consumer
is already receiving personal assistance and
becomes eligible for a Medicare home health
aide, it is permissible to continue to provide
personal assistance services to maintain
continuity of care.

o o
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SDPAS 713

Department of Public Health
and Human Services

SELF-DIRECTED

PERSONAL ASSISTANCE SERVICES

SECTION:

SERVICE REQUIREMENTS

SUBJECT

:

Services to the Developmentally
Disabled

Self -Directed Personal Assistance Services are available to
those individuals with a developmental disability. A
personal representative may be required. However, the
services must fit the scope of the Personal Assistance
Services Program. Services are not to be authorized or
provided for the purpose of providing supervision,
habilitation training, or check-in services.

State plan will not reimburse for supervision, respite,
habilitation training or check- in services. Consumers who
require these types of services should be referred to
Developmentally Disabled Program.

No duplication of payment or services is allowed.

Time waiting for the next service provider to show up is not
billable. Developmental disability providers need to be
made aware of this policy.

o o
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SDPAS 715

Department of Public Health
and Human Services

SELF-DIRECTED

PERSONAL ASSISTANCE SERVICES

SECTION:

SERVICE REQUIREMENTS

SUBJECT:

Personal Representative

Self -directed personal assistance services are
available to a cognitively impaired individual,
individuals under 18, and individuals under
guardianship only when that individual has a
qualified personal representative. A personal
representative must be an individual who
understands the care needs of the consumer, has a
personal relationship with the consumer, and is
willing and able to fulfill the responsibilities
outlined in the Self -Directed Personal Assistance
Personal Representative Agreement (DPHHS-SLTC-
166) .

The personal representative is required to direct
the day to day care of the consumer; hire, fire,
manage and train all attendants; and manage all
paperwork functions. The personal representative
must be immediately available to provide or obtain
back up services in case of an emergency or when
an attendant does not show. Additionally, the
personal representative assumes all medical and
related liability associated with directing the
consumer's care.

If the individual is under guardianship, the
appointed guardian should act as the personal
representative. If not, the guardian must appoint
another individual to assume this role. If the
individual is under 18, the personal
representative should be a parent or another
legally responsible family member. If a personal
representative determines they are unable to
fulfill their role, a new personal representative
must be appointed, or the consumer must be
discharged from the program.

Feb. 1, 2003 SENIOR & LONG TERM CARE Page 1 of 2



SDPAS 715

SECTION:

SERVICE REQUIREMENTS

SUBJECT:

Personal Representative

A personal representative is not eligible to
receive reimbursement for this activity or for the
provision of personal assistance services to the
consumer they represent. A personal repre-
sentative may act as a personal assistance
attendant to another consumer.

A personal representative must sign the Self-
Directed Personal Assistance Services Personal
Representative Agreement (DPHHS-SLTC-166) prior to
the initiation of services. Failure to abide by
this agreement can lead to termination from the
program.

If a new personal representative is obtained at
anytime, a new DPHHS-SLTC-166 needs to be signed.
Any change in personal representatives must be
reported to the Foundation. All representatives
must be evaluated for capacity. When a personal
representative temporarily leaves the area, they
are responsible for appointing someone to
temporarily manage the consumer's care. A
temporary personal representative does not need to
sign this statement, however, the agency needs to
be notified of the temporary change.

All personal representatives must receive
orientation to the program, just as a consumer
would. Due to the nature of this role, it is not
appropriate for a consumer's care manager or an
employee of the provider agency to act as a

personal representative.

o o
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SDPAS 803

SECTION:

DIRECTORIES

SUBJECT

:

Regional Program Officers

*T

NAME & ADDRESS



SDPAS 804

Department of Public Health
and Human Services

PERSONAL ASSISTANCE SERVICES

SECTION:

DIRECTORIES

SUBJECT:

Personal Assistance
Providers

PROVIDER











i













SDPAS 8 06

SECTION:

DIRECTORIES

SUBJECT:

Case Management Teams

(

NAME & ADDRESS



SDPAS 806

SECTION:

DIRECTORIES

SUBJECT :

Case Management Teams

NAME & ADDRESS



SDPAS 806

SECTION:

DIRECTORIES

SUBJECT:

Case Management Teams

NAME & ADDRESS



SDPAS 8 07

Department of Public Health
and Human Services

SELF-DIRECTED

PERSONAL ASSISTANCE SERVICES

SECTION:

DIRECTORIES

SUBJECT

:

Mountain Pacific Quality-
Health Foundation Staff

NAME Sc ADDRESS























SDPAS 900-1

SECTION:

APPENDIX

SUBJECT:

General Information Forms

To order personal assistance forms, the provider
agency must complete a Department requisition form and
send it to the Department (Refer to SDPAS 900-10)

.

This table is provided to outline the required docu-
mentation per event.

Remember that appropriate chart notes should be
utilized to supplement required forms.

EVENT



SDPAS 900-2

Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SECTION:

APPENDIX

SUBJECT:

Personal Assistance Services
Request for Prior
Authorization (DPHHS-MA-151)

PURPOSE

PROCEDURE

DISTRIBUTION:

INSTRUCTIONS

This form is to be used by the provider agency
to request authorization of services by DPHHS
staff prior to service delivery.

The provider agency fills out the form and
sends it to the Regional Program Officer
(RPO) . The provider agency may telephone the
RPO for verbal authorization and indicate this
on the form. The form must still be forwarded
to the RPO with a copy of the most current
service plan.

The RPO will review and sign the form keeping
the yellow and pink copies before sending the
white copy back to the provider agency.

IDENTIFYING INFORMATION - -Complete all of the
identifying information.

Diagnosis- -List the major diagnoses of the
recipient

.

Check specific reason for request. If the
reason is not listed, check "Other" and state
reason.

Reason for request- -Provide narrative
explaining the reason checked in prior
section. Provide sufficient information to
justify services. Attach copy of the plan of
care

.

Prior authorization period requested- -List the
time period that the prior authorization is
being requested for.

No. of Hours- -Indicate the number of weekly
hours requested.
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SDPAS 900-5

SECTION:

APPENDIX

SUBJECT:

Personal Care Services
Request for Prior
Authorization (DPHHS-MA-151)

Nurse Signature- -The nurse of the Personal
Assistance Services Agency signs on this line.

Self -Directed Provider Agency Signature- -The
person who is requesting the authorization
should sign and date on this line.

Agency- -Indicate which agency they represent
and provide phone number.

FOR MEDICAID USE ONLY - -This section will be
completed by the Regional Program Officer.

o o
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SDPAS 900-2
DPHHS-MA-151
(Rev. 7/99)

STATE OF MONTANA
Department of Public Health and Human Services

PERSONAL ASSISTANCE SERVICES
REQUEST FOR PRIOR AUTHORIZATION

Recipient P

Address:

County:









SDPAS 900-3

(Rev. 1/00) STATE OF MONTANA
Department of Public Health and Human Services

) SELF-DIRECTED PERSONAL ASSISTANCE SERVICES
QUARTERLY UTILIZATION REPORT

Agency:

ContactPerson (please print)

Phone Number:

Provider ID#:

Date Report is Completed:

For the period of:

(circle one)

Client Count:

July - September

Q3 January - March

Q2 October - December

Q4 April - June

Please provide an accurate count of recipients receiving state plan personal

assistance services on the first (a) and last (b) day of the month for each month

of the quarter. Determine the net change (b-a) in client count for each month.

I





Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SDPAS 900-4

SECTION

:

APPENDIX

SUBJECT:

Self -Directed Personal
Assistance Services Health
Maintenance Report (DPHHS MA- 153)

PURPOSE

:

PROCEDURE

DISTRIBUTION:

INSTRUCTIONS

This form provides information to track consum-
ers who have authorization to perform health
maintenance tasks.

The provider must complete this report at the
end of every quarter. The completed form must
be submitted to the Department by the end of the
month following the end of the quarter. (See
SDPAS 4 05 for the schedule.)

Submit the original to the Department. Provid-
ers should retain a copy for their records.

Complete Provider Agency and Provider Number
with the appropriate information.

Signature and Date- -Signature of the individual
completing the report and the date it was accom-
plished.

Recipient Name- -Name of the individual who
utilized your agency to receive self -directed
services during the quarter.

Medicaid ID--The individual's recipient identi-
fication number.

Medication Administration, Bowel Treatment,
Urinary System Management, Wound Care and None--
Check the appropriate column to indicate which
tasks are being provided under the self -directed
personal assistance program. If the individual
is not managing any health maintenance tasks,
check none.

Number of Units Authorized for Health Mainte-
nance Per Week- -Enter the number of units dedi-
cated to the provision of health maintenance
activities as computed on the Self -Directed
Personal Assistance Services Consumer Profile
(DPHHS-MA-157) .
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SDPAS 900-4

SECTION

:

APPENDIX

SUBJECT

:

Self -Directed Personal Assistance
Services Health Maintenance
Report (DPHHS-MA-153)

Example --An example of a properly completed form
is attached.

o O o
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SDPAS 900-4







SDPAS 900-5

SECTION:

APPENDIX

SUBJECT:

Self -Directed Personal Assis-
tance Services Plan/Health
Care Professional Approval
(DPHHS-MA-156)

Medical Diagnosis- -List your major diagnoses
and dates of onset if known.

Allergies- -List all known allergies.

Medications- -List the medications including
their dosage and frequency.

State Plan Tasks-- Check the tasks that are to
be completed. These tasks must be accounted
for on the consumer profile. Note weekly
hours authorized.

Health Maintenance Activities- -Check those
tasks that you wish the personal assistant to
complete (Upon approval from health care
professional). Note weekly hours authorized.

HCBS Only- -Check those tasks which you receive
from HCBS. These services must be prior
authorized by a HCBS Case Management Team.
Note weekly hours authorized by the CMT

.

Household tasks may not exceed one-third of
the total State Plan hours. (Refer to SDPAS
900-6 for a table of hours.)

Emergency Backup Plan -- Consumer documents
his/her back-up plan for the completion of
personal assistance services and health main-
tenance tasks in the event that the scheduled
personal assistant is unable to, or fails to,
show for work. This plan would precede an
emergency order for agency managed personal
assistance program or home health agency
services for authorized health maintenance
tasks

.

Recruitment and Training -- Consumer documents
his/her plan for recruiting and maintaining
assistants. Include any specific requirements
for training and education you are looking
for.

Consumer Statement of Participation- -Provide
comments on your need for services, living
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DPHHS-MA-156
(New 10/95)

STATE OF MONTANA
Department of Public Health and Human Services

SDPAS 900-5

SELF-DIRECTED PERSONAL ASSISTANCE SERVICES
PLAN/HEALTH CARE PROFESSIONAL APPROVAL

INTAKE RECERTIFICATION HCBS CHANGE IN HOURS

Consumer Name:

D.O.B. Age: Sex: M
_ Medicaid Number:

Phone Number:

Address:

(Street)

Health Care Professional:

Address:

(City) (Zip Code)

Phone No:

(Street) (City) (Zip Code)

Medical Diagnoses (include dates of onset): Allergies:

Medications (include dosage and frequency):

STATE PLAN TASKS: HOURS AUTHORIZED:

Bathing Dressing Routine Hair/Skin Care Exercise

Eating Laundrv Assistance with Medications Other

Toileting Cleaning Meal Preparation

Escort Shopping Transfer/Ambulate

HEALTH MAINTENANCE ACTIVITIES: HOURS AUTHORIZED:

Admin. Of Medications Bowel Treatment Urinary System Management Wound Care

HCBS TASKS ONLY: HOURS AUTHORIZED:

Socialization Supervision Social Transport

Emergency Backup Plan

Attendant Services:

Health Maintenance Tasks:

Recruitment and Training

Discuss:

Consumer Statement of Participation:

Consumer's Short Term Objective & Long Term Goals:

Consumer:

Agency:

Health Care Prof:

Date:

Date:

Date:

July 1, 1999 Distribution: White-Agency; Yellow-Consumer; Pink-Health Care Professional Page 4 of 4
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SECTION:

APPENDIX

SDPAS 900-6

SUBJECT

:

Self -Directed Personal
Assistance Services Consumer
Profile (DPHHS MA-157)

A task may be authorized if it is performed
at least once a month by the provider,
(escort may be shown as PRN) . Time allotted
for each task must be prorated to a weekly
amount. Example: Laundry l/mo. X 12 mins
divided 4.33 =28 minutes per week. This
would be rounded to 3 minutes or two units.

Days per week For each task to be
authorized, enter the number of days per
week the personal assistant will conduct
that task. Enter in the comments section if
the task is performed less than once a week
and pro-rate appropriately.

Subtotal PC Minutes - -Add the total minutes
for each task to obtain the subtotal for
personal assistance tasks.

NOTE: When dividing minutes by 15, round
down or up to the nearest whole unit. For
example

:

1205 min * 15 = 80.33 units
round to 80 units

or
1195 min ^ 15 = 79.66 units
round to 80 units

Health Maintenance Activities - Estimate
amount of time needed to complete these
tasks. Do not allow the entire time
necessary to complete a task if other
household tasks can be performed while
waiting for conclusion of health maintenance
task. (For instance, household cleaning can
be done while waiting for results of bowel
program.

)

Medication Administration - Includes
reminders for individuals who can self
medicate. However, time for reminders may
not be allowed. This task can be performed
within total authorized hours.
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SECTION:

APPENDIX

SDPAS 900-6

SUBJECT:

Self-Directed Personal
Assistance Services Consumer
Profile (DPHHS MA-157)

£age. 2 - Page 2 provides additional
information you should use to determine the
amount of time to authorize for
particular task.

any

It also contains some of the sub-task
involved in each task, and this listing is
not considered inclusive. You should care-
fully consider whether the consumer needs
total assistance or assistance with only one
or more of the sub-tasks when calculating
time on Part 2

.

The check boxes by each sub-task are
optional and may be marked at your
discretion. In addition, you should refer
to this information at recertif ication and
updates.
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DPHHS-MA-157
(Rev. 1/99)

STATE OF MONTANA
Department of Public Health and Human Services

SDPAS 900-6

SELF-DIRECTED PERSONAL ASSISTANCE SERVICES
CONSUMER PROFILE

C^.isumer Name:



SPECIFIC TASKS-
SDPAS 900-6

Each task has one or more activities or sub-tasks which form the overall purchased task. When calculating times,

carefully consider which activities will be purchased.

1. Bathing .

2. Dressing .

3. Exercise .

Drawing water in sink, basin or tub Hauling/heating water Laying out supplies Assisting in/out of tub/shower

Sponge bathing and drying Bed bathing and drying DTub bathing and drying Standby assistance for safety

Dressing consumer D Undressing consumer Laying out clothes

Taking consumer for a walk Range of motion

(

4. Grooming . . . Shaving D Brushing teeth Shaving underarms, legs when consumer requests it as a necessary grooming activity

Caring for nails Laying out supplies Drying hair Assisting with setting/rolling/braiding hair (Does NOT
include permanents, cutting or chemical processing of hair) Combing/brushing hair Applying nonprescription lotion

to skin D Washing hands and face Laying out supplies

5. Toileting .. . Changing diapers DChanging colostomy bag/emptying catheter bag Assisting on/off bed pan Assisting with use

urinal D Assisting with feminine hygiene needs D Assisting with clothing during toileting Assisting with toilet

hygiene: includes use of toilet paper and washing hands Standby assistance

6. Transfer . . . Non-ambulatory movement from one stationary position to another (transfer) Adjusting/changing consumer's position

in bed/chair (positioning).

7. Ambulation(Walking) D Assisting consumer in rising from a sitting to a standing position and/or position for use of walking apparatus

Assisting with putting on and removing leg braces and prostheses for ambulation Assisting with

ambulation/using steps Standby assistance with ambulation D Assistance with wheelchair ambulation

8. Meal Preparation Cooking full meal DWarming up prepared food (M.O.W.) Planning meals O Helping prepare meals

Cutting food for preparation D Serving food D Grinding and pureeing food Clean-up

9. Eating ... . D Spoon feeding Bottle feeding Set up of utensils/adaptive devices Assistance with using eating or drinking

utensils/adaptive devices Cutting up foods Standby assistance/encouragement NOTE: Tube feeding is not an

allowable service.

10. Bowel Treatment . . . Suppository Digital Stimulation Abdominal Stimulation

1 1. Wound Care . . . Applying prescription medications to wound Dressing changes

12. Urinary System Management ... Foley Catheter Condom Catheter Suprapubic Catheter Straight Catheter

13. Medication Administration . . . Oral medications Injectable medications Medications via tube Suppositories

Skin medications D Eye drops Reminders Only (NO TIME SHOULD BE ALLOCATED FOR THIS TASK)

14. Escort Accompanying consumer to clinic or doctor's office for the purpose of providing personal assistance during the

appointment. Individual does not have caregiver or family member available to provide personal assistance during the

appointment. Individual is unable to utilize Medicaid Transportation program. NOTE: Provider agency must

document specific consumer need for Escort, all three of the above conditions must apply. Time does not need to be

estimated.

15. Household Tasks . . Cleaning up after other personal care tasks, e.g., bathing, toileting, etc. Emptying and cleaning bedside

commode Cleaning bathroom, i.e., tub/shower, toilet, sink, floor Changing bed linens Making bed Cleaning

floor of living areas used by consumer Dusting Carrying out trash, setting out garbage for pick up Cleaning

stove-top, counters, washing dishes Cleaning refrigerator and stove NOTE: If companion case is also receiving some

cleaning tasks, the time should be split between both consumers.

16. Laundry .. . Doing hand wash Gathering and sorting Loading and unloading machines in residence Using laundromat

machines Hanging clothes to dry Folding and putting away clothes

Up to 30 minutes per week
may be added if a manual
wringer is used.

(

Maximum WEEKLY times for laundry:



•

Department of Public Health
and Human Services

SELF-DIRECTED

PERSONAL ASSISTANCE SERVICES

SDPAS 900-7

SECTION:

APPENDIX

SUBJECT

:

Self-Directed Personal
Assistance Services Delivery
Record (DPHHS-MA-158)

REVISED 1/1/99

PURPOSE:

PROCEDURE

:

ii

»

DISTRIBUTION:

INSTRUCTIONS

:

I

This form will document work completed for two
weeks and will serve as a record for payroll
purposes

.

The consumer or the personal assistant will
complete the form by documenting hours worked
completing each task as authorized on the plan
of care (DPHHS-MA-156) . Both the employee and
the consumer must sign the form.

After the form is completed, the white copy is
sent to the provider agency. The yellow copy
is for the consumer ' s records

.

Identifying Information—Complete the iden-
tifying information for both the employee and
the consumer.

Authorized Hours—Enter the corresponding date
with the day of the week. Enter time in and
time out for each day and shift worked. Total
hours performed for the day. At the end of
each week, total hours of service provided.

Task List—Under appropriate day of the week,
check the tasks completed. REMINDER: Reim-
bursement will only be made for completing
tasks as authorized on the Service Plan.

Comments—Record any pertinent comments.

UQme—and Community Based Servings fHCTSl—
Record dates and hours worked as explained
under state plan section. Check the appropri-
ate tasks completed.

Under HQ circumstance will the department pay
for HCBS services without the PRIOR approval
of the case management team.
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SECTION:

APPENDIX

SDPAS 900-7

SUBJECT:

Self-Directed Personal Assis-
tance Services Delivery Record
(DPHHS-MA-158)

«

Signatures—Both employee and consumer must
sign and date form. By signing this document,
employee and consumer are verifying that the
information contained on this form is true and
accurate. Misrepresentation constitutes fraud.

o O o

!
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DPHHS-MA-158
(Rev. 12/99)

STATE OF MONTANA
Department of Public Health and Human Services

bUfAi> yuu-/

SELF DIRECTED PERSONAL ASSISTANCE SERVICES DELIVERY RECORD

||
Employee Name Employee No City Pay Period (Mo/Day/Yr)







SDPAS 900-8

DPHHS-MA- 1 59 STATE OF MONTANA
(Rev. 1/99) Department of Public Health and Human Services

Self-Directed Personal Assistance Services Program

Consumer Agreement

The Self-Directed Personal Assistance program is the result of legislation developed by the Montana

Coalition Concerned with Disabilities. This program will allow a consumer with a disability or their

personal representative, to arrange for, train and manage the personal assistant(s). This program also

includes a limited exemption from the Nurse Practice Act. The exemption will allow you the

opportunity to manage specific health maintenance tasks with the approval of a health care

professional. These tasks may include urinary system management, bowel treatments, administration

of medication and wound care.

To participate in this program, as the consumer you are responsible for the following:

1

.

Obtaining approval from your physician or a health care professional to participate.

Under this program, a health care professional is defined as a physician assistant

certified, nurse practitioner, registered nurse, occupational therapist, or a medical

social worker as a member ofa case management team for the purposes ofthe Home
and Community Based Services program.

2. Obtaining approval from the health care professional to manage health related tasks.

This approval may be limited or include the full scope of the task. For any health

related tasks authorized by the health care professional, access to Medicaid Home
Health services will be limited.

3

.

Select a provider in your area that you wish to work with. This provider will become

the employer of record for your attendant, assist with the necessary paper work and

act as a liaison with the Department.

4. Develop a service plan which includes:

a) a consumer profile completed by the provider to establish the service limit in

terms of hours;

b) an emergency back up plan which addresses the process you will follow when

your attendant fails to show. Your back up plan may not be Medicaid

Personal Assistance Services managed by an agency or home health services

for authorized health maintenance tasks. These services become available to

you only when and if your emergency backup plan fails;

c) a training plan for attendants performing health related tasks, should your

physician or health care professional authorize them;

d) the method you will use to recruit attendants; and

e) a supervision schedule which is no less than once every 1 80 days.

5

.

Recruit, train, schedule and manage all attendants who will provide services. You will

also be prepared to resolve any attendant issues which may arise.

(Continued on back)
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6. Approve all service delivery records which allow for Medicaid to be billed.

MISREPRESENTATION WITHIN THESE DOCUMENTS CONSTITUTES
FRAUD.

7. Obtaining re-certification for continued participation every 1 80 days from the provider

agency. Obtain annual approval from your health care professional.

8. Participation in compliance reviews conducted by the Department. These reviews are

designed to insure that services are being delivered in accordance to the policies of

the Department.

9. Medical and related liability regarding the delivery of Personal Assistance Services.

According to the statutory language which created this program, you will be

responsible for any incidents of harm.

10. Amend your plan of care should you chose to no longer manage health maintenance

tasks. As long as it appears on your plan of care, you are unable to access home

health agency services for the same activity.

I understand that if I participate in the Self-Directed Personal Assistance program, I must receive the

proper authorizations and follow all Medicaid policies and procedures. I understand that my failure

to do this can lead to a Medicaid fraud investigation. If I have additional questions regarding the self-

directed program, I may contact the local Regional Program Officer with the Senior and Long Term

Care Division, Department of Public Health and Human Services.

Consumer Date

Witness Date

Jan. 1, 1999 Pa 9? 3 ° f 3





Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SDPAS 900-9

SECTION

:

APPENDIX

SUBJECT:

Self-Directed Personal Assis-
tance Services Information for
the Health Care Professional
(DPHHS-MA-160)

PURPOSE

PROCEDURE

DISTRIBUTION:

This form serves as documentation that the health
care professional does understand the basics of
the Self-Directed Personal Assistance Program.

The consumer and health care professional must
sign and date this form, prior to starting
services. Verbal approval is NOT acceptable.

After completion; the white copy goes to the
provider, the yellow copy is for the consumer's
records and the pink copy should be retained by
the health care professional.

o o
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DPHHS-MA-160 STATE OF MONTANA SDPAS 900-9
(Rev. 1/99) Department of Public Health and Human Services

Self-Directed Personal Assistance

Information for the Health Care Professional

The Self-Directed Personal Assistance program is the result of legislation developed by the Montana
Coalition Concerned with Disabilities. This program allows a person with a disability or a personal
representative, to arrange for, train, and manage the personal assistant(s). This program also includes
a limited exemption from the Nurse Practice Act. This exemption allows consumers the opportunity
to manage specific health maintenance tasks which in absence of their disability they would be able

to safely manage for themselves. These tasks include urinary system management, bowel treatments,

administration of medication and wound care.

To participate in this program, the consumer must receive authorization from a health care

professional. A health care professional for the purposes of this program can be a physician,

physician assistant-certified, nurse practitioner, registered nurse, occupational therapist or a medical
social worker as a member of a case management team for the purposes of the Home and
Community Based Services program. As a part of the authorization process, the health care

professional must indicate in the plan of care which health maintenance tasks can be managed by the

consumer. These tasks may be limited or may include the full scope of the task. Health maintenance
services which are authorized will not be covered by another Medicaid program such as Home
Health, except in cases when the consumer's emergency back up plan fails.

Example:

The health care professional authorizes bowel treatments to be managed by the consumer
who will be training an attendant of their choice to do the task. Skilled nursing services
under the Medicaid Home Health program will not be available for this task.

Although the health care professional is authorizing the task, medical and related liability for
services provided under this program rests with the individual directing the care. This is either the
consumer or a personal representative.

The recipient will be recertified for eligibility every 180 days after admission to the program, and
reauthorization from the health care professional is required on a yearly basis. The recipient will
notify the health care provider at the time this is needed.

For additional information, contact the local Regional Program Officer with the Senior and Long
Term Care Division, Department of Public Health and Human Services.

As a health care professional, I understand my role in the Self-Directed Personal Assistance program.
I agree the consumer is capable of managing their health issues and understands the risks involved.

Health Care Professional Date

Consumer Date

Distribution: White-Provider, Yellow-Consumer, Pink-Health Care Professional
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Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SDPAS 900-10

SECTION:

APPENDIX

SUBJECT

:

Personal Assistance Services
Forms Requisition

PURPOSE: This form is used to order self-directed personal
assistance services forms from the Department.

INSTRUCTIONS

:

The provider agency fills in the quantity of
forms needed for a six month period and mails or
faxes the forms requisition to the Department.

All forms come in bundles of 50 but can be
requested in smaller quantities. Please DO NOT
put down number of bundles, use total number of
forms. For example: 100 not 2.

o o
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SDPAS 900-10

New 1/99 SENIOR & LONG TERM CARE DIVISION

Location Code : 675

SELF-DIRECTED PERSONAL ASSISTANCE
SERVICES FORMS REQUISITION

Send to: Anne McKenzie

Senior & Long Term Care

DPHHS
P.O. Box 4210

Helena, MT 59604-4210

Phone: 406-444-4541

FAX: 406-444-7743

Requesting Office Name:

Street

Address:

City:

Zip:

Request Date:

Telephone No:

Signature of Requestor: Date Shipped:

Quantity Quantity Form
Requested Sent Number Form Name

MA- 153 Self-Directed PAS Health Maintenance Report (New 6/96)

MA- 156 Self-Directed PAS Plan/Health Care Professional Approval (New 10/95)

MA- 157 Self-Directed PAS Consumer Profile (Rev. 1/99)

MA-158 Self-Directed PAS Delivery Record (Rev. 1/99)

MA- 159 Self-Directed PAS Consumer Agreement (Rev. 1/99)

MA-160 Self-Directed PAS Information for Health Care Professional (Rev. 1/99)

MA- 164 Self-Directed PAS Amendment Form (New 1/99)

MA- 166 Self-Directed PAS Personal Representative Agreement (New 1/99)

NOTE: All forms come in bundles of 50 but can be requested in smaller quantities. Please do not put down

number of bundles, use total number of forms. For example: 100 not 2. If you do not receive the forms

you ordered, please call the above phone number.

Self-Directed forms are limited to approved Self-Directed Personal Assistance Services providers.

Jan. 1, 1999 Page 2 of 2
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SECTION:

APPENDIX

SUBJECT:

Directory of Regional Program
Officers

NAME & ADDRESS



SDPAS 900-13

MEDICAL SERVICES 46.12.559

(5) The department shall determine compliance in the
following administrative areas

:

(a) attendant basic training;
(b) attendant in service training;
(c) nurse licensure;
(d) response to complaints;
(e) maintenance of incident reports;
(f) recipient surveys;
(g) attendant pool; and
(h) development of agency manuals and handouts.
(6) The department may choose to review other areas of

the program at its discretion.
(7) The department shall examine 15 cases or 5% of the

provider's case load for the purpose of the compliance review.
(8) The provider must meet all standards in 90% of the

cases to be considered in compliance. If 90% compliance is
not met, the provider will be given the results of the review
and a second compliance review will be scheduled.

(9) The provider must meet all standards in 90% of the
cases in the second review or it will be subject to department
sanctions as provided in ARM 46.12.402 through 46.12.409.
(History: Sec. 53-6-101, 53-6-113 and 53-2-201, MCA; IMP .

Sec. 53-6-101 and 53-6-113, MCA; NEK, 1995 MAR p. 1191, Eff

.

7/1/95.)

46.12,559 SELF-DIRECTED PERSONAL ASSISTANCE SERVTCF.S.
DESCRIPTION AND pitrpore (l) Self -directed personal
assistance services are medically necessary in-home services
provided to medicaid consumers whose disability functionally
limits performing activities of daily living, and who take the
responsibility or have a representative to take the
responsibility of managing the services. Self -directed
personal assistance services are intended to provide control
of service delivery to the consumer and to allow the consumer
to direct health related tasks.

(2) Consumers will provide their physician or health
care professional evidence of ability to manage their personal
assistance services.

(a) The scope and detail of the evidence shall be
determined by the physician or health care professional.

(3) Consumers who are unable to utilize self -directed
personal assistance services may receive services through the
personal assistance services program managed by provider
agencies under agreement with medicaid. (History: Sec.
53-6-113 and 53-6-145, MCA; IM£, Sec. 53-6-101 and 53-6-145,
MCA; NEH, 1995 MAR p. 2823, Eff. 12/22/95.)

ADMINISTRATIVE RULES OF MONTANA 12/31/95 46-1316.1
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SDPAS 900-13

46.12.559A SOCIAL AND
REHABILITATION SERVICES

46.12.559A SELF-DIRECTED PERSONAL ASSISTANCE SERVICES.
APPLICATION OF GENERAL PERSONAL CARE RULES (1) The following
ARM cites apply to the self -directed personal assistance
services program:

(a) ARM 46.12.555 (2) through (5), (7) and (8),
pertaining to a description of services provided;

(b) ARM 46.12.556(2) , (4), (5), (9), (10), (12), (17),
(18) , (21) and (25) , pertaining to requirements, limitations
and termination of services;

(c) ARM 46.12.557 pertaining to reimbursement; and
(d) ARM 46.12.558(1), (6) and (9), pertaining to

compliance reviews. (History: Sec. 53-6-113 and 53-6-145,
MCA; IMP . Sec. 53-6-101 and 53-6-145, MCA; NEW . 1995 MAR p.
2823, Eff. 12/22/95.)

46.12.559B SELF-DIRECTED PERSONAL ASSISTANCE SERVICES.
CONSUMER REQUIREMENTS (1) To qualify for self -directed
personal assistance, the consumer must:

(a) have a medical condition which results in the need
for personal assistance services;

(b) be capable of assuming the management
responsibilities of assistants or have an immediately involved
representative willing to assume this responsibility;

(c) have authorization from a physician or health care
professional to participate in the program; and

(d) be capable of making choices about activities of
daily living, understand the impact of these choices and
assume the responsibility of the choices.

(2) The consumer must be capable of acting as though the
personal assistant is their employee for the purposes of
selection, management and supervision of the personal
assistant, although the personal assistant is the employee of
a self -directed personal assistance provider.

(a) The consumer has the primary responsibility in the
scheduling, training and supervision of the personal
assistant . The consumer has the right to require that a
particular assistant discontinue providing services to the
consumer

.

(b) The consumer may have an immediately involved
representative assume some or all of the responsibilities
imposed by this rule. An immediately involved representative
is a person who is directly involved in the day to day care of
the consumer. An immediately involved representative must be
available to assume the responsibility of managing the
consumer's care, including directing the care as it occurs in
the home. (History: Sec. 53-6-113 and 53-6-145, MCA; TUP .

Sec. 53-6-101 and 53-6-145, MCA; HEH, 1995 MAR p. 2823, Eff.
12/22/95.)

46-1316.2 12/31/95 ADMINISTRATIVE RULES OF MONTANA
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MEDICAL SERVICES 46.12.559E

46.12.559C SELF-DIRECTED PERSONAL ASSISTANCE SERVICES.
PLAN OF CARE REQUIREMENTS (1) A consumer must develop a
service plan and have it approved annually by a physician or
health care professional prior to receiving self -directed
personal assistance services. The plan must include:

(a) the consumer's need for personal assistance services
as documented by the provider agency through completion of the
department's personal assistance services consumer profile;

(b) tasks assigned to the personal assistant;
(c) an emergency back-up plan;
(d) a training plan for assistants performing health

related tasks;
(e) a method for recruiting personal assistants; and
(f) a schedule to update the consumer profile by the

provider agency at least once every 180 days. (History: Sec.
53-6-113 and 53-6-145, MCA; IMP . Sec. 53-6-101 and 53-6-145,
MCA; NEM, 1995 MAR p. 2823, Eff. 12/22/95.)

46.12.559D SELF-DIRECTED PERSONAL ASSISTANCE SERVICES

,

PROVIDER REQUIREMENTS (l) Self -directed personal assistance
providers have the following responsibilities:

(a) assist consumers to identify resources for personal
assistants;

(b) advise the consumer regarding program participation;
(c) determine the amount of services available to the

consumer by completing the consumer profile;
(d) re-certify consumer needs every 180 days;
(e) review the plan of care; and
(f) act as the employer of record for personal

assistants for the purposes of payroll and federal hiring
practices. (History: Sec. 53-6-113 and 53-6-145, MCA; IMP .

Sec. 53-6-101 and 53-6-145, MCA; MEW, 1995 MAR p. 2823, Eff.
12/22/95.)

46. 1 2.559E SELF-DIRECTED PERSONAL ASSISTANCE SERVICES.
GENERAL REQUIREMENTS (i) Health maintenance activities
include urinary system management, bowel treatments,
administration of medications and wound care.

(2) Self -directed personal assistance providers are
limited to businesses organized under the laws of the state of
Montana.

(3) Self -directed personal assistance services may only
be delivered by an individual who is the employee of a
medicaid enrolled provider and who is selected by the consumer
or their immediately involved representative.

ADMINISTRATIVE RULES OF MONTANA 12/31/95 46-1316.3
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46.12.559F SOCIAL AND
REHABILITATION SERVICES

(4) Personal assistance services managed by provider
agencies under agreement with medicaid are not available to
individuals participating in the self -directed personal
assistance program.

(a) The use of personal assistance services managed by
provider agencies may be permissible in the event that the
consumer's emergency back up plan fails.

(5) Home health skilled nursing services are not
available to consumers for the completion of health
maintenance activities which the consumer has been authorized
to manage

.

(a) The use of home health skilled nursing services may
be permissible in the event that the consumer's emergency back
up plan fails.

(6) Consumers who have been terminated from the self-
directed program may apply for personal assistance services
through the medicaid personal assistance services program
managed by approved provider agencies. (History: Sec.
53-6-113 and 53-6-145, MCA; IMP . Sec. 53-6-101 and 53-6-145,
MCA; NEW, 1995 MAR p. 2823, Eff. 12/22/95.)

46.12.559F SELF-DIRECTED PERSONAL ASSISTANCE SERVICES.
COMPLIANCE REVIEWS (1) Compliance reviews shall be conducted
on the provider by department staff at the provider's
premises

.

(a) Completion of the compliance review may require
participation from the consumer.

(2) The compliance reviews shall be conducted:
(a) on an annual basis; or
(b) at other times, as determined by the department.
(3) The department shall determine compliance in the

following areas:
(a) service delivery;
(b) service authorization;
(c) records maintenance;
(d) assistant surveys; and
(e) consumer surveys.
(4) Providers must achieve a 90% compliance rate as

provided in ARM 46.12.558.
(5) Providers have two opportunities to achieve a 90%

compliance rate or the following may occur:
(a) providers shall be subject to department sanctions

as provided in ARM 46.12.402 through 46.12.409. (History:
Sec. 53-6-113 and 53-6-145, MCA; IME, Sec. 53-6-101 and 53-6-

145, MCA; NEW . 1995 MAR p. 2823, Eff. 12/22/95.)

46-1316.4 12/31/95 ADMINISTRATIVE RULES OF MONTANA
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MEDICAL SERVICES 46.12.555

46.12.555 PERSONAL CARE. PURPOSE. SERVICES PROVIDED. AND
LIMITATIONS (1) Personal care services are medically necessary
in-home services provided to medicaid recipients whose health
conditions cause them to be functionally limited in performing
activities of daily living. Personal care services are intended
to prevent or delay institutionalization by providing medically
necessary, long-term maintenance or supportive care in the home.

(2) Personal care includes assistance with the following
activities

:

(a) activities of daily living;
(b) household tasks; and
(c) escort services.
(3) Activities of daily living are limited to bathing,

grooming, transferring, walking, eating, dressing, toileting,
self -administered medication and meal preparation.

(4) Household tasks are limited to housekeeping
activities, provided in accordance with the personal care plan
and furnished in conjunction with activities of daily living,
that are directly related to the recipient's medical needs.
Household tasks include only:

(a) cleaning the area used by the recipient;
(b) changing the recipient's bed linens;
(c) doing the recipient's laundry; and
(d) shopping for groceries and household items essential

to the health care, nutritional needs, and maintenance of the
recipient

.

(5) Escort services are provided by a personal care
attendant who accompanies the recipient to a medical
examination, treatment or for shopping to meet the recipient's
essential health care or nutritional needs. Escort services are
available to a recipient who requires personal care services
enroute or at the destination, when a family member or caregiver
is unable to accompany them.

(6) Personal care services may not include any skilled
services that require professional medical training unless
otherwise permitted under 37-8-103, MCA.

(7) Personal care services may not include services which
maintain an entire household or family or which are not
medically necessary. Personal care services do not include:

(a) cleaning floors and furniture in areas recipients do
not use or occupy;

(b) laundering clothing or bedding recipients do not use;
(c) supervision, respite care, babysitting or visiting;
(d) maintenance of animals unless the animal is a

certified service animal specifically trained to meet the safety
needs of the recipient; and

(e) home and outside maintenance.

ADMINISTRATIVE RULES OF MONTANA 9/30/95 46-1311
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46.12.556 SOCIAL AND
REHABILITATION SERVICES

(8) Personal care provided by a member of the recipient's
immediate family is not personal care services for the purposes
of the medicaid program, and is not eligible for reimbursement.

(a) Immediate family member includes the following:
(i) husband or wife;
(ii) natural parent;
(iii) natural child;
(iv) natural sibling;
(v) adopted child;
(vi) adoptive parent;
(vii) stepparent;
(viii) stepchild;
(ix) step-brother or step-sister;
(x) father-in-law or mother-in-law;
(xi) son-in-law or daughter-in-law;
(xii) brother-in-law or sister-in-law;
(xiii) grandparent;
(xiv) grandchild;
(xv) foster parents; or
(xvi) foster child. (History: Sec. 53-6-113 and

53-6-201 MCA; IMP . Sec. 53-6-101, 53-6-131 and 53-6-141 MCA;
HEM, 1980 MAR p. 1105, Eff . 3/28/80; AMD, 1983 MAR p. 863, Ef f

.

7/15/83; AMD, 1987 MAR p. 372, Eff. 4/17/87; AMD, 1988 MAR p.
1259, Eff. 7/1/88; AMD, 1989 MAR p. 982, Eff. 7/28/89; AMD, 1993
MAR p. 1363, Eff. 6/25/93; AMD, 1995 MAR p. 1191, Eff. 7/1/95.)

46,12.556 PERSONAL CARE SERVICES. REQUIREMENTS (1) To
qualify for personal care, a person must be medicaid eligible
and demonstrate a medical need for personal care.

(2) Personal care services, except for escort services and
household tasks, may be provided only in the recipient's home.

(3) Personal care services provided in licensed foster or
group homes must be prior authorized by the department

.

Personal care services may be authorized when the person's
medical needs are beyond the scope of services normally provided
by programs funding services in foster or group home settings.
For example, a person requiring additional assistance because of
an acute medical episode or post-hospitalization period may
receive personal care services in a foster or group home
setting.

(4) Personal care services may not be provided to persons
who reside in a hospital or long-term care facility as defined
in 50-5-101, MCA, and licensed under 50-5-201, MCA.

46-1312 6/30/95 ADMINISTRATIVE RULES OF MONTANA
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MEDICAL SERVICES 46.12.556

(5) The recipient, in order to receive personal care
services, must be capable of making choices about activities of
daily living, understand the impact of these choices and assume
responsibility for the choices or have someone residing within
or outside the household willing to assist the recipient in
decision making and to direct their activities.

(6) The type and amount of personal care services must be
specified in a plan of care which governs delivery of services.
The plan of care for a recipient must be approved by a physician
and developed by a licensed nurse employed by a provider. The
approval of the service plan must be renewed at least annually.
The plan of care shall be developed based upon the completion of
the department's recipient profile by the provider.

(7) The delivery of personal care services must be
supervised by a licensed nurse.

(8) The recipient must agree to accept the provision of
personal care services as specified in the plan of care.

(9) Household tasks and escort services must be provided
only in conjunction with other personal care services and must
be directly related to a recipient's medical needs.

(10) Household tasks may not account for more than 1/3 of
the total time allocated per week for personal care services.

(11) Personal care services must be prescribed in writing
at least annually by a physician and must be reviewed at least
every 18 days by a licensed nurse.

(12) A recipient may receive personal care services
through the medicaid home and community based services program
for elderly and physically disabled persons or the medicaid homeand community based services program for persons with
developmental disabilities, in addition to the personal care
services provided through these rules.

(13) Personal care providers must be independent
contractors for purposes of federal and state wage and hour laws
and workers' compensation laws. Personal care providers are
limited to businesses incorporated under the laws of the state
of Montana. Personal care providers must demonstrate that they
are paying workers' compensation and unemployment insurance
premiums

.

(14) The department will enroll providers who provide the
following documentation:

(a) the provider's articles of incorporation;
(b) a written contingency plan, approved by the

department, addressing service delivery to clients in the event
an agency is unable to deliver services in a timely manner or in
the event the agency ceases operation;

ADMINISTRATIVE RULES OF MONTANA 6/30/95 46-1313
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46.12.556 SOCIAL AND
REHABILITATION SERVICES

(c) general liability insurance with a minimum coverage of
$100,000 per person;

(d) motor vehicle liability insurance with a minimum
coverage of $100,000 per person;

(e) current unemployment insurance and worker's
compensation coverage;

(f) financial solvency, to include the ability to make a
projected 4 month payroll; and

(g) a description of the proposed service area which must
be defined to include at a minimum coverage of the entire area
of at least one county or Indian reservation.

(15) The department may contract with out-of-state
agencies to provide personal care services for Montana medicaid
recipients living out of state.

(16) Personal care services may only be delivered by a
personal care attendant employed by an enrolled medicaid
provider that has met the criteria established by the department
for the delivery of personal care services.

(17) Personal care services may not be provided to relieve
a parent of child caring or other legal responsibilities.

(a) Personal care for disabled children may be appropriate
when the parent is unqualified or otherwise unable to provide
the personal care and the child is at risk of institu-
tionalization unless the services are provided.

(18) Personal care services must be delivered in the most
efficient manner available.

(19) Personal care services are not available to
recipients who live in homes which are not safely accessible by
normal modes of transportation.

(20) Personal care services may be terminated for any of
the following reasons:

(a) the recipient or other persons in the household
subjects the personal care attendant to physical or verbal
abuse, sexual harassment, exposure to the use of illegal
sustances or to threats of physical harm;

(b) the recipient requests termination of services or
refuses to accept help;

(c) the environment of the recipient is unsafe for the
provision of personal care services;

(d) the recipient's physician requests termination of
services;

(e) the recipient no longer has a medical need for per-
sonal care services;

46-1314 6/30/95 ADMINISTRATIVE RULES OF MONTANA
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MEDICAL SERVICES 46.12.557

(f) the recipient refuses the services of a personal care
attendant based solely or partly on the attendant's race, creed,
religion, sex, marital status, color, age, handicap or national
origin; or

(g) the recipient refuses to accept services in accord
with the plan of care.

(21) The department may terminate or reduce personal care
services when funding for services is unavailable.

(22) The provider shall give at least 10 days advance
notice to a recipient when personal care services are terminated
for reasons listed in subsections (20) (d) through (20) (g)

.

(23) The provider may immediately but temporarily suspend
services for the reasons listed in subsections (20) (a) through
(20) (c) . Following the temporary suspension of services the
provider may enter into an agreement with the recipient to
ensure that the violations of subsections (20) (a) through (20)
(c) do not reoccur. If the recipient fails to abide by the
term of the agreement services may be permanently terminated.

(24) The department shall provide written notice to an
applicant when personal care services are initially denied to
the applicant.

(25) A person may request a fair hearing for any adverse
determination made by the department. Fair hearings will be
conducted as provided for in ARM 46.2.201, et seq. (History
Sec. 53-2-201 and 53-6-113 MCA; IMP., Sec. 53-6-101, 53-6-131 and
53-6-141 MCA; NEW, 1980 MAR p. 1105, Eff . 3/28/80; AMD, 1980 MAR
p. 2979, Eff. 11/29/80; AMD, 1983 MAR p. 863, Eff. 7/15/83; AMD
1987 MAR p. 372, Eff. 4/17/87; AMD, 1988 MAR p. 1259, Eff
7/1/88; AMD, 1989 MAR p. 982, Eff. 7/28/89; AMD, 1993 MAR p
1363, Eff. 6/25/93; AMD, 1995 MAR p. 1191, Eff. 7/1/95.)

46. 12.557 PERSONAL CARE SERVTPES. SEIMBHRSEBgEHI
(1) Personal care services may be provided up to but not

more than 4 hours of attendant service per week per recipient
as defined by the plan of care. The department may, within its
discretion, authorize additional hours in excess of this limit.
Any services exceeding this limit must be prior authorized by
the department. Prior authorization for excess hours may be
authorized if additional assistance is required:

(a) for a period of time not to exceed 3 months and as the
result of an acute medical episode;

(b) for a period of time not to exceed 3 months and to
prevent institutionalization during the absence of the normal
caregiver; or

(c) for a period of time not to exceed 3 months and during
a post-hospitalization period.
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46.12.558 SOCIAL AND
REHABILITATION SERVICES

(2) Reimbursement for personal care services is $2.64 per
15 minute unit of service. The rate is for units of attendant
and nurse supervision service.

(a) A unit of attendant service is 15 minutes and means an
on-site visit specific to a recipient.

(b) A unit of nurse supervision service is 15 minutes and
means an on-site recipient visit and related activity specific
to that recipient.

(3) A person retained personally by a recipient to deliver
personal care services is not a provider of personal care
services for the purposes of this rule and therefore may not be
reimbursed for personal care services by the department.

(4) Reimbursement is not available for personal care
provided by immediate family members. (History: Sec. 53-2-201
and 53-6-113 MCA; IMP . Sec. 53-6-101 and 53-6-141 MCA; EEU, 1980
MAR p. 1105, Eff . 3/28/80; AMD, 1980 MAR p. 2979, Eff . 11/29/80;
AMD., 1981 MAR p. 559, Eff. 6/12/81; AMD, 1981 MAR p. 1975, Eff.
1/1/82; AMD . 1982 MAR p. 1289, Eff. 7/1/82; AMD, 1987 MAR p.
372, Eff. 4/17/87; AMD, 1988 MAR p. 1259, Eff. 7/1/88; AMD, 1989
MAR p. 982, Eff. 7/28/89; AMD, 1993 MAR p. 1363, Eff. 6/25/93;
AMD . 1995 MAR p. 1191, Eff. 7/1/95.)

46,12,558 PERSONAL CARE SERVICES. PROVIDER COMPLIANCE
(1) Providers of personal care services shall be subject

to compliance reviews to provide assurance to the department
that services are being provided within the rules and policy of
the program.

(2) Compliance reviews shall be conducted by department
staff on the provider's premises.

The reviews shall take place:
on an annual basis;
90 days after the enrollment of a new provider; and
at other times as determined by the department

.

The department shall determine compliance in the
following service delivery areas:

response to referrals;
service initiation;
physician orders;
recipient needs intake;
service delivery;
attendant orientation to recipient;
supervisory visits;
service breaks;
prior authorization; and
service termination.

6/30/95 ADMINISTRATIVE RULES OF MONTANA
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(5) The department shall determine compliance in the
following administrative areas:

(a) attendant basic training;
(b) attendant in service training;
(c) nurse licensure;
(d) response to complaints;
(e) maintenance of incident reports;
(f) recipient surveys;
(g) attendant pool; and
(h) development of agency manuals and handouts.
(6) The department may choose to review other areas of the

program at its discretion.
(7) The department shall examine 15 cases or 5% of the

provider's case load for the purpose of the compliance review.
(8) The provider must meet all standards in 90% of the

cases to be considered in compliance. If 90% compliance is not
met, the provider will be given the results of the review and a
second compliance review will be scheduled.

(9) The provider must meet all standards in 90% of the
cases in the second review or it will be subject to department
sanctions as provided in ARM 46.12.402 through 46.12.409.
(History: Sec. 53-6-101, 53-6-113 and 53-2-201, MCA; IMP . Sec.
53-6-101 and 53-6-113, MCA; NEH, 1995 MAR p. 1191, Eff.
7/1/95.)
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Sub- Chapter 4

Provider Sanctions

46.12.4Q1 GROUNDS FOR sanctioning (i) Sanctions may be
imposed by the department against a provider of medical
assistance, provided under this chapter; Title 46, chapter 12,
ARM 46.12.309, 46.12.4101 and 46.12.4102; Title 46, chapter ll',
and Title 46, chapter 25, for any one or more of the following
reasons

:

(a) Presenting or causing to be presented for payment any
false or fraudulent claim for services or merchandise.

(b) Submitting or causing to be submitted false infor-
mation for the purpose of obtaining greater compensation than
that to which the provider is legally entitled under the rules
of the department

.

(c) Submitting or causing to be submitted false infor-
mation for the purpose of meeting prior authorization re-
quirements .

(d) Failure to maintain and retain records required by the
rules of the department

.

(e) Failure to disclose or make available required records
to the department, its authorized agent or other legally
authorized persons, organizations, or governmental entities.
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(f) Failure to provide and maintain services to medicaid
recipients at a quality that is within accepted medical
community standards as adjudged by a body of peers.

(g) Engaging in a course of conduct or performing an act
which the department's rules or the decision of the applicable
professional peer review committee, or licensing board, have
determined to be improper or abusive of the Montana medicaid
program; or continuing such conduct following notification that
the conduct should cease

.

(h) Breach of the terms of the provider contract or
failure to comply with the terms of the provider certification
on medical assistance claim forms or the failure to comply with
requirements imposed by the rules of the department

.

(i) Over-utilizing the Montana medicaid program by
inducing, or otherwise causing a recipient to receive services
or goods not medically necessary.

(j) Rebating or accepting a fee or portion of a fee or
charge for a medicaid patient referral.

(k) Violating any provision of the state medicaid law,
Title 53, chapter 6, MCA or any rule promulgated pursuant
thereto, or violating any provision of Title XIX of the Social
Security Act or any regulation promulgated pursuant thereto.

(1) Submission of a false or fraudulent application for
provider status.

(m) Violations of any statutes, regulations or code of
ethics governing the conduct of occupations or professions or
regulated industries

.

(n) Conviction of a criminal offense relating to medical
assistance programs administered by the department or provided
under contract with the state; or conviction for negligent
practice resulting in death or injury to patients.

(o) Failure to meet requirements of state or federal law
for participation (e.g. licensure).

(p) Exclusion from the medicare program (Title XVIII of
the Social Security Act) because of fraudulent or abusive
practices

.

(q) Charging medicaid recipients for amounts over and
above the amounts paid by the department for services rendered,
except as specifically allowed under ARM 46.17.119 and
46.17.121.

(r) Refusal to execute a new provider agreement when
requested to do so.

NEXT PAGE IS 46-1209
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(s) Failure to correct deficiencies as defined by the ARM
or federal regulation after receiving written notice of these
deficiencies from the department, or the department of health
and environmental sciences or the federal department of health
and human services. The standards set forth at 42 CFR Part 442
and the amendments proposed to this section as published in the
federal register, vol. 52, no. 126 on July 1, 1987, at page
24752 et . seq. which identify deficiencies for providers of long
term care facility services, are hereby incorporated by
reference. A copy of 42 CFR Part 442 and the amendments
proposed to this section as published in the federal register,
vol. 52, no. 126 on July 1, 1987, at page 24752 et . seq. are
available from the Department of Social and Rehabilitation
Services, Economic Assistance Division, P.O. Box 4210, Helena,
Montana 59620-4210.

(t) Formal reprimand or censure by an association of the
provider's peers for unethical practices.

(u) Suspension or termination from participation in
another government medical program including but not limited to
workers' compensation, crippled children's services,
rehabilitation services and medicare.

(v) Filing of criminal indictment, information or com-
plaint for fraudulent billing practices or negligent practice
resulting in death or injury to the provider's patients.

(w) Civil judgement for fraudulent billing practices or
negligent practice resulting in death or injury to the pro-
vider's patients.

(x) Failure to repay or make acceptable arrangements for
the repayment of identified overpayments or otherwise erroneous
payments

.

(y) Threatening, intimidating or harassing patients or
their relatives in an attempt to influence reimbursement rates
or affect the outcome of disputes between the provider and the
department

.

(z) Submitting claims for reimbursement of costs or
services which the provider knows or has reason to know are not
reimbursable. (History: Sec. 53-2-201, 53-2-803, 53-4-111, 53-
6-111 and 53-6-113 MCA; IME, Sec. 53-2-306, 53-2-801, 53-2-803,
53-4-112, 53-6-111 and 53-6-131 MCA; IffiM, 1980 MAR p. 1619, Ef f

.

6/13/80; AMD, 1984 MAR p. 1639, Eff . 11/16/84; AMD., 1986 MAR p.
1321, Eff. 8/1/86; AMD, 1987 MAR p. 2164, Eff. 11/28/87; AMD,
1989 MAR p. 835, Eff. 6/30/89.)

46, 3,2,402 SANCTIONS (1) The following sanctions may be
invoked against providers based on the grounds specified in ARM
46.12.401:

(a) Termination from participation in the medical
assistance program.

(b) Suspension of participation in the medical assistance
program.
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(c) Suspension or withholding of payments to a provider.
(d) Shortening of an existing provider agreement as

permitted by the terms of such agreement

.

(e) Required attendance at provider education sessions,
the cost of which shall not be reimbursed by the department or
any of its programs.

(f) Required prior authorization for provision of ser-
vices.

(g) One-hundred percent review of the provider's claims
prior to payment

.

(h) Referral to the department of revenue for any action
deemed necessary.

(i) In addition to the sanctions listed above, long term
care facilities shall be subject to termination of participation
when the deficiencies resulting from failure to meet conditions
or standards of participation pose immediate jeopardy or the
denial of payments for new admissions if the facility's
deficiencies resulting from failure to meet conditions or
standards of participation do not pose immediate jeopardy.
Federal laws regarding termination from participation and
intermediate sanctions provided in 42 U.S.C. 1396a(i), 42 CFR
442.2, and 42 CFR 442.117 through 442.119 are hereby incorp-
orated by reference. A copy of 42 U.S.C. 1396a(i), 42 CFR
442.2, and 42 CFR 442.117 through 442.119 may be obtained from
the Department of Social and Rehabilitation Services, P.O. Box
4210, Helena, Montana 59620; or

(j) Notification to the public of sanctions taken against
a provider. (History: Sec. 53-2-201, 53-2-803, 53-4-111, 53-6-
108, 53-6-111 and 53-6-113 MCA; IMP . Sec. 53-2-306, 53-2-801,
53-4-112, 53-6-106, 53-6-107 and 53-6-111 MCA; NEW . 1980 MAR p.
1619, Eff. 6/13/80; AjfcJD., 1984 MAR p. 1639, Eff. 11/16/84; AMD,
1987 MAR p. 2164, Eff. 11/28/87.)

46.12.4Q3 FACTORS GOVERNING IMPOSITION OF SANCTION
(1) The decision to impose sanctions and which sanctions

to impose shall be within the discretion of the department
except as provided in subsection (3)

.

(2) The following factors shall be considered in deter-
mining the sanction (s) to be imposed:

(a) seriousness of the offense (s);
(b) extent of violations;
(c) history of prior violations;
(d) prior imposition of sanctions;
(e) prior provision of provider education;
(f) provider willingness to comply with program rules;
(g) whether a lesser sanction will be sufficient to remedy

the problem;
(h) actions taken or recommended by peer review groups or

licensing boards.
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(3) Where a provider has been found by a court of compe-
tent jurisdiction in either a civil or criminal proceeding to
have defrauded the Montana medical assistance program, or has
been previously suspended due to program abuse, or has been
terminated from the medicare program for fraud or abuse, the
department may terminate the provider from the medical
assistance program. (History: Sec. 53-2-201, 53-2-803,
53-4-111, 53-6-108, 53-6-111 and 53-6-113 MCA; IMP . Sec
53-2-306, 53-2-801, 53-4-112, 53-6-106, 53-6-107 and 53-6-111
MCA; HEM, 1980 MAR p. 1619, Eff . 6/13/80; AMD, 1984 MAR p. 1639,
Eff. 11/16/84.)

46,12,404 SCOPE OF SANCTION (l) A sanction may be
applied to all known affiliates of a provider, provided that
each decision to include an affiliate is made on a case by case
basis after giving due consideration to all relevant facts and
circumstances. The violation, failure, or inadequacy of
performance may be imputed to an affiliate where such conduct
was accomplished within the course of the affiliate's official
duty or was effectuated by the provider with the knowledge or
approval of the affiliate.

(2) Suspension or termination from participation of any
provider shall preclude such provider from submitting claims for
payment, either personally or through claims submitted by any
clinic, group, corporation or other association to the
department or its fiscal agents for any services or supplies
provided to persons eligible for the Montana medical assistance
program except for those services or supplies provided prior to
the suspension or termination. Providers of long term care
facility services may submit claims for supplies and services
provided for up to thirty (30) days after the date of
termination to allow for the transfer of recipients.

(3) No clinic, group, corporation or other association
which is a provider of services shall submit claims for payment
to the department or its fiscal agents for any services or
supplies provided by a person within such organization who has
been suspended or terminated from participation in the Montana
medical assistance program except for those services or supplies
provided prior to the suspension or termination. Providers of
long term care facility services may submit claims for supplies
and services provided for up to thirty (3 0) days after the date
of termination to allow for the transfer of recipients.

(4) When the provisions of subsection (3) of this rule are
violated by a provider of services which is a clinic, group,
corporation, the department may suspend or terminate such
organization and/or any individual person within said
organization who is responsible for such violation. (History
Sec. 53-2-201, 53-2-803, 53-4-111, 53-6-111 and 53-6-113 MCA;'
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IMP . Sec. 53-2-306, 53-2-801, 53-4-112 and 53-6-111 MCA; NEW .

1980 MAR p. 1619, Ef f . 6/13/80; AM2, 1984 MAR p. 1639, Eff.
11/16/84; AMD, 1987 MAR p . 2164, Eff. 11/28/87.)

46.12.405 NOTICE OF SANCTION (1) When a provider has been
suspended or terminated, the department shall notify the
appropriate professional society, board of registration or
licensure, and federal or state agencies of the findings made
and the sanctions imposed. (History: Sec. 53-6-111 MCA; IMP .

Sec. 53-6-111 MCA; HEM, 1980 MAR p. 1619, Eff. 6/13/80.)

46 . 12 . 406 PROVIDER EDUCATION (1) Except where termi-
nation has been imposed, the department may in its discretion
direct each provider, who has been sanctioned, to participate in
a provider education program as a condition of continued
medicaid participation.

(2) Provider education programs may include any of the
following at the discretion of the department:

(a) instruction in claim form completion;
(b) instruction on the use and format of provider manuals;
(c) instruction on the use of procedure codes;
(d) instruction on statutes and regulations governing the

Montana medicaid program;
(e) instruction on reimbursement rates;
(f) instructions on how to inquire about coding or billing

problems;
(g) any other matter as determined by the department.

(History: Sec. 53-6-111 MCA; 1MR, Sec. 53-6-111 MCA; NEW, 1980
MAR p. 1619, Eff. 6/13/80.)

46.12.407 NOTICE OF VIOLATION Should the department have
information which indicates a provider may have submitted bills
and/or has been practicing in a manner inconsistent with program
requirements, and/or may have received payment to which he may
not be properly entitled, the department shall notify the
provider of the discrepancies noted. The notification shall set
forth:

(1) the nature of the discrepancies or violations;
(2) the dollar value of such discrepancies or violations,

if known;
(3) the method of computing such dollar value, if appli-

cable;
(4) explanation of further actions to be taken or sanc-

tions to be imposed by the department;
(5) explanation of any actions required of the provider;
(6) the provider's right to a fair hearing. (History:

Sec. 53-6-111 MCA; IMP . Sec. 53-6-111 MCA; NEW . 1980 MAR p.
1619, Eff. 6/13/80.)
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46.12.408 SUSPENSION OR WITHHOLDING OF PAYMENTS PENDING
FINAL DETERMINATION (1) Where the department has notified

a provider of a violation or an overpayment pursuant to ARM
46.12.407 the department may withhold payments on pending and
subsequently received claims in an amount reasonably calculated
to approximate the amounts in question or may suspend payments
pending a final determination.

(2) Where the department intends to withhold or suspend
payments it shall notify the provider in writing and shall
include a statement of the provider's right to request formal
review of such decision.

(3) Where the department has terminated or suspended a
provider, the provider shall be eligible to bill for covered
services for the period covered by the suspension or termination
if an appeal is decided in the provider's favor. (History:
Sec. 53-2-201, 53-2-803, 53-4-111, 53-6-111 and 53-6-113 MCA;
IER, Sec. 53-2-306, 53-2-801, 53-4-112 and 53-6-111 MCA; NEH,
1980 MAR p. 1619, Eff. 6/13/80; &MD, 1984 MAR p. 1639, Eff.
11/16/84.)

46.12.409 FAIR HEARING PROCEDURES (1) A provider who is
aggrieved by an adverse action of the department shall be
afforded an opportunity for a hearing as provided in this
subchapter

.

(a) A request for a fair hearing must be in writing and
shall be mailed or delivered to the Department of Social and
Rehabilitation Services, Hearings Officer, P.O. Box 4210, 111
Sanders, Helena, Montana, 59604.

(b) The request shall be signed by the provider or his
designee

.

(c) The fair hearing request must be postmarked or
delivered to the department not later than the 3 0th calendar day
following the date of notice of the department's written
determination

.

(d) The fair hearing request shall identify the objections
to the department's action, give the reasons for the
disagreement, and furnish substantiating materials and
information.

(e) The hearings officer will conduct the fair hearing and
may hold a pre-hearing conference or require an administrative
review, if requested by any party, as provided in ARM 46.2.208,
and grant extensions of time as he deems necessary.

(f) The hearings officer will render a written proposed
decision within thirty calendar days of final submission of the
matter to him.

(2) In the event the provider or department disagrees with
the hearing officer's proposed decision, opportunity for appeal
is provided in accordance with ARM 46.2.211. (History: Sec.
53-2-201, 53-6-108 and 53-6-113 MCA; IMP . Sec. 53-6-106, 53-6-
107, 53-6-111, 53-6-141 and 53-2-201 MCA; NEW . 1984 MAR p. 1639,
Eff. 11/16/84.)
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Subchapter 3

Provider Requirements

46.12.301 PROVIDER PARTICIPATION (1) As a condition of
participation in the Montana medicaid program all providers
must comply with all applicable state and federal statutes,
rules and regulations, including but not limited to federal
regulations and statutes found in Title 42 of the Code of
Federal Regulations and the United States Code governing the
medicaid program and all applicable Montana statutes and rules
governing licensure and certification. (History: Sec.
53-6-113, MCA; IMP . Sec. 53-2-201, 53-6-101, 53-6-111, 53-6-
113 and 53-6-141, MCA; NEW . 1980 MAR p. 1491, Eff . 5/16/80;
AMD, 1997 MAR p. 474, Eff. 3/11/97.)

46.12.302 PROVIDER ENROLLMENT AND AGREEMENTS
(1) Providers must enroll in the Montana medicaid

program for each category of services to be provided. As a
condition of granting enrollment approval or of allowing
continuing enrollment, the department may require the provider
to:

(a) complete and submit an enrollment application or
form;

(b) complete and submit agreements or other forms
applicable to the provider's category of service;

(c) provide information and documentation regarding
ownership and control of the provider entity and regarding the
provider's ownership interest or control rights in other
providers that bill medicaid;

(d) provide information and documentation regarding:
(i) any sanctions, suspensions, exclusions or civil

monetary penalties imposed by the medicare program, any state
medicaid program or other federal program against the
provider, a person or entity with an ownership or control
interest in the provider or an agent or managing employee of
the provider; and

(ii) any criminal charges brought against and any
criminal convictions of the provider, a person or entity with
an ownership or control interest in the provider or an agent
or managing employee of the provider related to that person's
or entity's involvement in medicare, medicaid or the Title XX
services program; and

(e) submit documentation and information demonstrating
compliance with participation requirements applicable to the
provider's category of service.

(2) Providers shall provide the department's fiscal
agent with 3 days advance written notice of any change in
the provider's name, address, tax identification number, group
practice arrangement, business organization or ownership.

ADMINISTRATIVE RULES OF MONTANA 3/31/97 46-1151

Jan. 1, 1998 SENIOR & LONG TERM CARE Page 1 of 15



SDPAS 900-17

46.12.302 SOCIAL AND
REHABILITATION SERVICES

(a) An enrolled provider is not entitled to change
retroactively the category of service for which the provider
is enrolled, but must enroll prospectively in the new program
category. The change in service category will be effective
only upon approval of a completed enrollment application for
the new service category and on or after the effective date of
all required licenses and certifications. The change will
apply only to services provided on or after the effective date
of the enrollment change.

(3) Except as provided in (2) (a) , an approved
enrollment is effective on the later of:

(a) one year prior to the date the completed enrollment
application is received by the department's fiscal agent; or

(b) the date as of which all required licenses and
certifications are effective.

(4) Providers, whose services are covered by the Title
XVIII program (medicare) , shall meet the certification
standards of medicare except as provided otherwise in these
rules

.

(5) Providers shall render services to an eligible
medicaid recipient in the same scope, quality, duration and
method of delivery as to the general public, unless
specifically limited by these regulations.

(a) No provider may deny services to any recipient
because of the recipient's inability to pay a copayment in ARM
46.12.204 or in ARM 46.17.121.

(6) Providers shall not discriminate illegally in the
provision of service to eligible medicaid recipients or in
employment of persons on the grounds of race, creed, religion,
color, sex, national origin, political ideas, marital status,
age or disability. Providers shall comply with the Civil
Rights Act of 1964 (42 USC 2000d, et seq.), The Age
Discrimination Act of 1975 (42 USC 6101, et seq.), The
Americans With Disabilities Act of 1990 (42 USC 12101, et
seq.), section 504 of the Rehabilitation Act of 1973 (29 USC
794) , and the applicable provisions of Title 49, MCA, as
amended and all regulations and rules implementing the
statutes. (History: Sec. 53-2-201 and 53-6-113, MCA; IMP .

Sec. 53-2-201, 53-6-101, 53-6-111, 53-6-113, 53-6-131 and
53-6-141, MCA; NEW . 1980 MAR p. 1491, Eff. 5/16/80; AMD . 1983
MAR p. 1197, Eff. 8/26/83; AMD, 1987 MAR p. 900, Eff. 6/30/87;
AMD . 1987 MAR p. 1116, Eff. 7/17/87; AMD., 1989 MAR p. 835,
Eff. 6/30/89; AMD . 1997 MAR p. 474, Eff. 3/11/97.)
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46,12,303 BILLING, reimbursement, claims processing.
AND PAYMENT (1) Providers must submit clean claims to
medicaid within the latest of:

(a) 12 months from the latest of:
(i) the date of service;
(ii) the date retroactive eligibility is determined; or
(iii) the date disability was determined;
(b) 6 months from the date on the medicare explanation of

benefits approving the service, if the medicare claim was
timely filed and the recipient was medicare eligible at the
time the medicare claim was filed; or

(c) 6 months from the date on an adjustment notice from a
third party payor, where the third party payor has previously
processed the claim for the same service and the adjustment
notice is dated after the periods described in (1) (a) and (b)

.

(2) For purposes of this section:
(a) "Clean claim" means a claim that can be processed

without additional information or documentation from or action
by the provider of the service;

(b) For inpatient hospital services, date of service is
the date of discharge;

(c) The date of submission to the medicaid program is
the date the claim is stamped "received" by the department or
its designee; and

(d) The claim submission deadline specified in (1)
applies regardless of whether or not a third party has allowed
or denied a provider's claim. If a third party has not
allowed or denied a provider's claim, the provider may submit
a claim to medicaid according to the requirements of ARM
46.12.304 (6) (c) and subject to the claim submission deadline
specified in (1)

.

(3) Claims must be submitted in accordance with this
rule to be valid. In processing claims, the department or its
agent may deny payment of or pend a claim upon determining
that a basis exists for denial of payment or pending the
claim. No further review or processing of a denied claim is
required until resubmission of the claim by the provider. The
department or its agent is not required to list or identify
all possible grounds for denial or pending of the claim. The
fact that a particular basis for denial or pending of a claim
for a service or item was not identified on an earlier
statement of remittance or other similar statement does not
preclude denial or pending of the claim on that basis on a
later submission of the claim.

(4) Except as provided in (7) of this rule, all medicaid
claims submitted to the department are to be submitted on a
state claim form which is:

(a) personally signed by that provider;

ADMINISTRATIVE RULES OF MONTANA 3/31/97 46-1159

Jan. 1, 1998 SENIOR & LONG TERM CARE Page 3 of 15



SDPAS 900-17

46.12.303 SOCIAL AND
REHABILITATION SERVICES

(b) personally signed by a person who has actual written
authority to bind and represent the provider for this purpose.
The department may require a provider to furnish this written
authorization; or

(c) signed by the use of a facsimile signature stamp or
a computer generated, typed or block letter signature.
Providers submitting or causing to be submitted a claim using
a facsimile, computer generated, typed or block letter
signature shall bear full responsibility for submission of the
claim as though the claim were personally signed by the
provider or the provider's authorized agent.

(5) All medicaid claims submitted to the department by a
hospital for services provided by a physician who is required
to relinquish fees to the hospital are to be submitted on a
state claim form which is

:

(a) personally signed by the physician provider;
(b) personally signed by a person who has actual written

authority to bind and represent the physician provider for
this purpose. The department may require a provider to
furnish this written authorization; or

(c) signed by the use of a facsimile signature stamp or
a computer generated, typed or block letter signature.
Providers submitting or causing to be submitted a claim using
a facsimile, computer-generated, typed or block letter
signature shall bear full responsibility for submission of the
claim as though the claim were personally signed by the
provider or the provider's authorized agent.

(6) The department may require a hospital provider to
obtain on the claim form the signature of a physician
providing services for which fees are relinquished to the
hospital

.

(7) Electronic media claims may be submitted by a
provider who enters into an agreement with 'the department for
this purpose and who meets the department's requirements for
documentation, record retention and signature requirements.

(8) Claims submitted for the professional component of
electrodiagnostic procedures which do not involve direct
personal care on the part of the physician and performed by
physicians on contract to the hospital may be submitted on
state approved claim forms signed by the person with authority
to bind the hospital under (b) above.

(a) Electrodiagnostic procedures include echocardiology
studies, electroencephalography studies, electrocardiology
studies, evoked potential studies, holter monitors, telephonic
or teletrace checks and pulmonary function tests.

(b) If, after review, the department determines that
claims for hospital -based physician services are not submitted
by a hospital provider in accordance with this subsection, the
department may require the hospital provider to obtain the
signature of the physician providing the service on the claim
form.
46-1160 3/31/97 ADMINISTRATIVE RULES OF MONTANA
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(9) If the department pays a claim but subsequently
discovers that the provider was not entitled to payment for
any reason, the department is entitled to recover the
resulting overpayment as provided in (10)

.

(10) The department is entitled to recover from the
provider and the provider is obligated to repay to the
department all medicaid payments made to which the provider
was not entitled under applicable state and federal laws,
regulations and rules. At the option of the department,
recoveries may be accomplished by a direct payment to the
department or by automatic deductions from future payments due
the provider. Notice of overpayment must be made in
accordance with ARM 46.12.407.

(a) The department is entitled to recover under (10) any
payment to which the provider was not entitled, regardless of
whether the payment was the result of department or provider
error, or other cause, and without proving that the provider
submitted an improper or erroneous claim knowingly,
intentionally, or with intent to defraud.

(b) The department is entitled to recover an overpayment
from the provider in whose name the erroneous or improper
claim was submitted, even if the provider was an employee of
another individual or entity and was required as a condition
of the provider's employment to turn over all fees received by
the provider to the employer.

(11) Providers are required to accept, as payment in
full, the amount paid by the Montana medicaid program for a
service or item provided to an eligible medicaid recipient in
accordance with the rules of the department. Providers shall
not seek any payment in addition to or in lieu of the amount
paid by the Montana medicaid program from a recipient or his
representative, except as provided in these rules. A provider
may bill a recipient for the copayments specified in ARM
46.12.204 and 46.17.121 and may bill certain recipients for
amounts above the medicare deductibles and coinsurance as
allowed in ARM 46.17.119.

(a) A provider may bill a recipient for noncovered
services if the provider has informed the recipient in advance
of providing the services that medicaid will not cover the
services and that the recipient will be required to pay
privately for the services, and if the recipient has agreed to
pay privately for the services. For purposes of (11) (a), non-
covered services are services that may not be reimbursed for
the particular recipient by the Montana medicaid program under
any circumstances and covered services are services that may
be reimbursed by the Montana medicaid program for the
particular recipient if all applicable requirements, including
medical necessity, are met.

(b) Except as provided in this rule, a provider may not
bill a recipient after medicaid has denied payment for covered
services because the services are not medically necessary for
the recipient

.
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(i) A provider may bill a recipient for covered but
medically unnecessary services, including services for which
medicaid has denied payment for lack of medical necessity, if
the provider specifically informed the recipient in advance of
providing the services that the services are not considered
medically necessary under medicaid criteria, that medicaid
will not pay for the services and that the recipient will be
required to pay privately for the services, and the recipient
has agreed to pay privately for the services. The agreement
to pay privately must be based upon definite and specific
information given by the provider to the recipient indicating
that the service will not be paid by medicaid. The provider
may not bill the recipient under this exception when the
provider has informed the recipient only that medicaid may not
pay or where the agreement is contained in a form that the
provider routinely requires recipients to sign.

(ii) An ambulance service provider may bill a recipient
after medicaid has denied payment for lack of medical
necessity.

(c) A provider may not bill a recipient for services as
a private pay patient if, prior to provision of the services,
the recipient informed the provider of medicaid eligibility,
unless, prior to provision of the services, the provider
informed the recipient of its refusal to accept medicaid and
the recipient agreed to pay privately for the services

.

(d) In service settings where the recipient is admitted
or accepted as a medicaid recipient by a provider, facility,
institution or other entity that arranges provision of
services by other or ancillary providers, all other or
ancillary providers will be deemed to have accepted the
individual as a medicaid recipient and may not bill the
recipient for the services unless, prior to provision of
services, the particular provider informed the recipient of
its refusal to accept medicaid and the recipient agreed to pay
privately for the services.

(e) The provider may not bill a recipient for services
when medicaid does not pay as a result of the provider's
failure to comply with applicable enrollment, prior
authorization, billing or other requirements necessary to
obtain payment

.

(f) Acceptance of a recipient as a medicaid recipient
applies to all services provided by the provider to the
recipient, except as provided in (11) (a) or (b) . A provider
may not accept medicaid payment for some covered services but
refuse to accept medicaid for other covered services. Subject
to the requirements of ARM 46.12.302(4), a provider may
terminate acceptance of medicaid for a recipient in accordance
with the provider's professional responsibility, by informing
the recipient of the termination and the effect of the
termination on provision of and payment for any further
services

.
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(g) If an individual has agreed prior to receipt of
services that payment will be made from a source other than
medicaid but later is determined retroactively eligible for
medicaid, the provider may choose to accept the individual as
a medicaid recipient with respect to the services or to seek
payment in accordance with the original payment agreement

.

(h) A provider that bills medicaid for services rendered
will be deemed to have accepted the individual as a medicaid
recipient.

(i) Nothing in this rule is intended to permit a
provider to refuse to accept an individual as a medicaid
recipient where the provider is otherwise required by law to
accept an individual as a medicaid recipient.

(12) In the event that a provider of services is
entitled to a retroactive increase of payment for services
rendered, the provider shall submit a claim within 180 days of
the written notification of the retroactive increase or the
provider forfeits any rights to the retroactive increase.

(13) The Montana medicaid program shall make payments
directly to the individual provider of service unless the
individual provider is required, as a condition of his
employment, to turn his fees over to his employer.

(a) Exceptions to the above requirement may, at the
discretion of the department, be made for transportation
and/or per diem costs incurred to enable a recipient to obtain
medically appropriate services.

(14) The method of determining payment rates for out-of-
state providers will be the same as for in-state providers
except as otherwise provided in the rules of the department.

(15) A government agency may bill the medicaid program
for covered medical services under the following
circumstances

:

(a) The government agency has complied with all federal
and state law governing the medicaid program, and assures that
the provider has complied with all state and federal law
governing the medicaid program, including reimbursement
levels

.

(b) The government agency accepts assignment from an
eligible medicaid provider for services provided prior to
eligibility determination. (History: Sec. 53-2-201 and
53-6-113, MCA; IMP, Sec. 53-2-201, 53-6-101, 53-6-111, 53-6-
113, 53-6-131 and 53-6-141, MCA; NEW . 1980 MAR p. 1491, Eff.
5/16/80; AMD, 1981 MAR p. 530, Eff. 5/29/81; AMD, 1981 MAR p.
559, Eff. 6/12/81; AMD, 1981 MAR p. 771, Eff. 7/31/81; AMD .

1983 MAR p. 1197, Eff. 8/26/83; AMD, 1986 MAR p. 359, Eff.
3/14/86; AMD, 1987 MAR p. 894, Eff. 6/26/87; AMD, 1989 MAR p.
835, Eff. 6/30/89; AMD, 1990 MAR p. 379, Eff. 2/23/90; AMD .

1990 MAR p. 1586, Eff. 8/17/90; AMD, 1992 MAR p. 234, Eff.
2/14/92; AMD, 1997 MAR p. 474, Eff. 3/11/97.)
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46.12.304 THIRD PARTY LIABILITY (1) No payment shall
be made by the department for any medical service for which
there is a known third party who has a legal liability to pay
for that medical service except for those services specified
in (6) below.

(2) For purposes of this section, the following
definitions apply:

(a) A third party is defined as an individual,
institution, corporation, or public or private agency that is
or may be liable to pay all or part of the cost of medical
treatment and medical-related services for personal injury,
disease, illness, or disability of a recipient of medical
assistance from the department or a county and includes but is
not limited to insurers, health service organizations, and
parties liable or who may be liable in tort. Indian health
services is not a third party within the meaning of this
definition.

(b) A known third party is a third party for which the
provider has sufficient information to submit a claim and
which if billed for a medical service is likely to pay the
claim within a reasonable time.

(c) A potential third party is a third party for which
the provider either has insufficient information to submit a

claim or which if billed for a medical service, is likely to
deny the claim as having no contractual or legal obligation to
pay.

(3) For known recipients, the provider shall use its
same usual and customary procedures for inquiring about
possible third party resources as is done for non-recipients.

(4) If the provider delivers to a recipient or a
recipient's legal representative a copy of a billing statement
for services which have been or may be billed to the
department, the statement must clearly indicate that third
party benefits or payments have been assigned to the
department by the patient or that the department may have a
lien upon such benefits.

(a) The words "medicaid has assignment of, or may have a
lien upon third party benefits or payments" shall be
sufficient to meet the notification requirement of this
section.

(b) If a provider does not meet the notification
requirements of this section, the department may withhold or
recover from the provider an amount equal to any amounts paid
by a third party towards the services described in the
statement given to the recipient.

(5) If a provider learns of the existence of a known
third party, that provider shall bill the third party prior to
billing the department. If the department has knowledge of a
known third party and the provider has not complied with (6)

or (7) below, the department shall deny payment of the
services

.
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(6) The department shall not deny payment of services
solely because of the existence of a third party in the
following circumstances:

(a) The primary diagnosis on the claim is for certain
prenatal and preventive pediatric care as specified in the
medicaid provider manual, copies of which may be obtained from
the Montana Department of Public Health and Human Services,
Health Policy and Services Division, 1400 Broadway, P.O. Box
202951, Helena, MT 59620-2951. The provider may bill the
third party or the department in this circumstance.

(b) The third party is an insurer under a health
insurance policy provided by the absent parent of a recipient
and that health insurance is obtained or maintained as a

result of an enforcement action taken by the child support
enforcement division against that absent parent, if the
following provisions are met

:

(i) the provider submits evidence that the third party
has been billed;

(ii) the claim is submitted to the department 30 or
more days beyond the date of service and in compliance with
the timely filing rules in ARM 46.12.303(1);

(iii) the provider certifies on the claim that notice of
payment or denial of the claim has not been received from the
third party; and

(iv) the claim is submitted directly to the third party
liability unit (hereafter referred to as the TPL unit) within
the department

.

(c) The provider has billed the third party and has not
received a reply from the third party either allowing or
denying payment, if the following provisions are met:

(i) the provider submits evidence of the date the
third party was billed;

(ii) the claim is submitted 90 or more days beyond the
date established in (c) (i) and in compliance with the timely
filing rules in ARM 46.12.303(1);

(iii) the provider certifies on the claim that notice of
payment or denial has not been received; and

(iv) the provider submits the claim directly to the TPL
unit

.

(d) The claim is for services for which the department
has been granted a waiver from use of the cost avoidance
method and the department has chosen to use and continue to
use that waiver, as identified in the medicaid provider
manual

.

(e) The provider is unable to obtain a valid assignment
of benefits, if the following provisions are met:

(i) the provider submits documentation that it
attempted to obtain assignment;

(ii) the provider certifies on the claim that assign-
ment could not be obtained; and

ADMINISTRATIVE RULES OF MONTANA 3/31/97 46-1163
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(iii) the provider submits the claim directly to the TPL
unit

.

(f) The third party is only a potential third party as
defined in (2) (c)

.

(7) Except as stated in (8) , the department shall pay
its allowed amount for services, less any known third party
payments for those services, for any claim where a known third
party exists in the following circumstances:

(a) the claim is submitted under the provisions of (6) ;

(b) the submitted claim clearly indicates the amount
paid by the third party and includes whatever documentation is
received regarding the payment from the third party; or

(c) the claim is submitted with a denial document which
clearly shows that the third party denied the claim.

(8) For inpatient hospital claims where medicare part A
benefits have been paid, the department's sole obligation
shall be to pay the medicare part A deductible. For nursing
facility service claims where medicare part A benefits have
been paid, the department's sole obligation shall be to pay in
accordance with ARM 46.12.1226.

(9) In the event the provider receives a payment from a
third party after the department has made payment, the
provider shall refund to the department, within sixty (60)

days of receipt of the third party payment, the lesser of the
amount the department paid or the amount of the third party
payment

.

(a) The refund shall be made payable to Montana medicaid
and submitted to the department's fiscal office, and shall
indicate the name of the third party payor.

(b) The provider is entitled to retain any third party
payments which exceed the medicaid allowed amount if all
medicaid payments toward those services have been refunded to
the department as required in this subsection.

(10) The department shall make no payment for services
in those cases where, if the patient were not a medicaid
recipient, the third party payment would constitute full
payment with no further obligation owing from the recipient

.

(11) For any service where an identified third party has
only a potential liability as a tort-feasor, the provider may
file a medical lien against that third party. The provider
may bill the department prior to determination of liability of
the third party if the provider notifies the TPL unit of the
identity of the third party and its name and address if known.
The provider may keep its lien in place and receive payment
from the third party. If payment is received from the third
party, the provider must refund to the department as described
in (9) .
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(12) A provider may not refuse to furnish services to a
recipient based upon a third party's potential liability for
the service. (History: Sec. 53-6-113, MCA; IMP . Sec. 53-2-
201, 53-6-101, 53-6-111, 53-6-113 and 53-6-141, MCA; NEW . 1980
MAR p. 1491, Eff. 5/16/80; AMD, 1984 MAR p. 1637, Eff

.

11/16/84; AMD, 1990 MAR p. 1719, Eff. 8/31/90; AMD, 1997 MAR
p. 474, Eff. 3/11/97.)

46,12,305 THIRD PARTY LIAB ILITY /ATTORNEYS ' FEES SCHEDTTT.F
IS HEREBY REPEALED (History: Sec. 53-2-201 and 53-2-612,
MCA; JM£, Sec. 53-2-612, MCA; NEW, 1980 MAR p. 1610, Eff.
6/13/80; AMD, 1984 MAR p. 1637, Eff. 11/16/84; REE, 1990 MAR
p. 1609, Eff. 8/17/90.)

46.12.306 DETERMINATION OF MEDICAL NECESSITY (1) The
department shall only make payment for those services which
are medically necessary as determined by the department or by
the designated review organization.

(2) In determining medical necessity the department or
designated review organization may consider the type or nature
of the service, the provider of the service, the setting in
which the service is provided and any additional requirements
applicable to the specific service or category of service.

(3) The department may review the medical necessity of
services or items at any time either before or after payment.
If the department determines that services or items were not
medically necessary or otherwise in compliance with applicable
requirements, the department may deny payment or may recover
any overpayment in accordance with applicable requirements.
The department is not precluded by an earlier screening, prior
authorization, certification or similar process from reviewing
and determining medical necessity of any service or item, or
from denying payment or recovering any overpayment based upon
any such review or determination. This rule does not require
the department to notify a provider or recipient of a medical
necessity determination until and unless the department
completes its review and takes an adverse action against the
provider based upon the determination.

(4) The provider must upon request provide to the
department or its designated review organization without
charge any records related to services or items provided to a
recipient. (History: Sec. 53-2-201 and 53-6-113, MCA; IMP .

Sec. 53-2-201, 53-6-101, 53-6-111, 53-6-113 and 53-6-141, MCA;
NM, 1980 MAR p. 1491, Eff. 5/16/80; AMD, 1997 MAR p. 474,
Eff. 3/11/97.)

,46,12,307 PROVIDER RTOHTS (i) Except as otherwise
provided in these rules, a provider may appeal an adverse
department action which directly affects the rights or
entitlements of the provider under the Montana medicaid
program. Appeals are subject to the requirements of ARM Title
46, chapter 2, subchapter 2.
ADMINISTRATIVE RULES OF MONTANA 3/31/97 46-1165
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(2) Except as otherwise provided in these rules, a
provider may appeal on behalf of an applicant or recipient an
adverse department action affecting the applicant's or
recipient's eligibility under the Montana medicaid program.
Appeals are subject to the requirements of ARM Title 46,
chapter 2, subchapter 2.

(3) This rule does not grant to providers any right to
notice of actions affecting recipients, including but not
limited to eligibility determinations. (History: Sec. 2-4-
201 and 53-6-113, MCA; IME, Sec. 2-4-201, 53-2-201, 53-6-101,
53-6-111, 53-6-113 and 53-6-141, MCA; HEW, 1980 MAR p. 1491,
Eff. 5/16/80; &MD_, 1997 MAR p. 474, Eff. 3/11/97.)

46.12.30B MAINTENANCE OF RECORDS AND AUDITING (1) All
providers of service must maintain records which fully
demonstrate the extent, nature and medical necessity of
services and items provided to Montana medicaid recipients
which support the fee charged or payment sought for the
services and items, and which demonstrate compliance with all
applicable requirements. These records must be retained for a
period of at least 6 years and 3 months from the date on which
the service was rendered or until any dispute or litigation
concerning the services is resolved, whichever is later.

(a) In maintaining financial records, providers shall
employ generally accepted accounting methods. Generally
accepted accounting methods are those approved by the national
association of certified public accountants.

(b) The department shall have access to all records so
maintained and retained regardless of a provider's continued
participation in the program.

(c) In the event of a change of ownership, the original
owner must retain all required records unless an alternative
method of providing for the retention of records has been
established in writing and approved by the department.

(2) In addition to the recipient's medical records, any
medicaid information regarding a recipient or applicant is
confidential and shall be used solely for purposes related to
the administration of the Montana medicaid program. This
information shall not be divulged by the provider or his
employees, to any person, group, or organization other than
those listed below or a department representative without the
written consent of the recipient or applicant.

(
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(3) The department, the designated review organization,
the legislative auditor, the department of public health and
human services, the department of revenue, the medicaid fraud
control unit, and their legal representatives shall have the
right to inspect or evaluate the quality, appropriateness, and
timeliness of services performed by providers, and to inspect
and audit all records required by this rule.

(a) Refusal to permit inspection, evaluation or audit of
services shall result in the imposition of provider sanctions
in accordance with the rules of the department

.

(4) The provisions of this rule specifying the length of
time for which records must be retained shall not be construed
as a limitation on the period in which the department may
recover overpayments or impose sanctions. (History: Sec. 53-
6-113, MCA; IMP . Sec. 53-2-201, 53-6-101, 53-6-111, 53-6-113
and 53-6-141, MCA; NEW . 1980 MAR p. 1491, Eff . 5/16/80; AMD .

1997 MAR p. 474, Eff. 3/11/97.)

46.12.309 MEDICAL ASSISTANCE MEDICAID PAYMENT
(1) Medicaid will pay only for medical expenses:
(a) incurred by a person eligible for the medicaid

program

;

(b) for services provided for and to the extent provided
for under the medicaid program;

(c) for which third party payment is not available;
(d) not used to meet the incurrment requirement at ARM

46.12.3801 and following rules for persons who are medically
needy;

(e) which are not the copayment provided for in ARM
46.12.204; and

(f) to the extent allowed by medicaid. (History: Sec.
53-2-201 and 53-6-113, MCA; JM£, Sec. 53-6-101 and 53-6-131,
MCA; NEW . 1989 MAR p. 835, Eff. 6/30/89.)

46, 12,310 STATISTICAL SAMPLING AUDITS (1) At the
option of the department, the amount of money erroneously paid
to a provider for any given period of time may be determined
by the use of statistical sampling and extrapolation, rather
than by an audit of 100% of the claims submitted by the
provider during the period of time under review. Statistical
sampling and extrapolation shall not be used to determine
overpayments for inpatient hospital services, outpatient
hospital services, or hospital inpatient psychiatric services,
or in cases where the number of line items in the review
period does not equal 500 or more.

(a) A line item consists of a single service, procedure
or item on a medicaid claim form for which a provider has
received payment.
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(2) If the department chooses to use statistical
sampling and extrapolation to determine an overpayment, it
will use a statistical method to draw a random sample of
claims for the review period and will audit these claims. The
department will calculate the provider's error rate based on
the net dollar amount overpaid to the provider after any
underpayments occurring in the sample have been offset against
the overpayments occurring in the sample. The department will
then calculate the total overpayment for the review period
using an appropriate statistical methodology.

(3) If the department chooses to use statistical
sampling and extrapolation, it shall notify the provider of
its intention to do so. When the sampling and extrapolation
process is completed, the department shall provide the
provider with information regarding the sample size, the
sample selection method, and the formulas and calculations
used in the extrapolation.

(4) It is presumed that the overpayment amount
determined by the use of statistical sampling and
extrapolation is correct. However, the provider may rebut
this presumption by presenting evidence that the sampling and
extrapolation process used by the department was invalid, by
presenting evidence that claims in the sample determined by
the department to be erroneous or overpaid were correctly
paid, or by requesting an audit of 100% of the claims paid in
the review period, as provided in (5)

.

(5) A provider who does not agree with the overpayment
amount determined by statistical sampling may request that the
department conduct a 100% audit of the claims paid in the
review period. The request for a 100% audit must be made
within 3 days of the date of the notice informing the
provider of the results of the statistical sampling. The
department must then conduct such a review.

(a) If the audit shows an overpayment amount which is
different from the overpayment amount determined by sampling
and extrapolation, the amount determined by the audit shall be
used by the department in assessing an overpayment against the
provider. A provider who disagrees with the results of the
audit may appeal by means of the fair hearing procedures set
forth in ARM 46.2.202.

(b) The provider must pay the department's costs for
such an audit, unless the overpayment amount determined by the
100% audit is at least 10% less than the overpayment amount
determined by the statistical sample.
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(6) A provider who disagrees with an overpayment
determined by statistical sampling and extrapolation may
appeal by means of the fair hearing procedures set forth in
ARM 46.2.202. (History: Sec. 53-6-113, MCA; IMP . Sec. 53-6-
101 and 53-6-111, MCA; NEW, 1993 MAR p. 441, Eff. 3/26/93.)

Rules 11 through 13 reserved

46,12,314 CONTRACTS WITH OTHER AGFNOTFS (REPEALED)
(History: Sec. 53-6-115, MCA; IMP, Sec. 53-6-115, MCA; NEW
1979 MAR p. 1707, Eff. 12/28/79; £E£, 1997 MAR p. 548, Eff

'

3/25/97.)

46,12,33-5 MEDICAL ASSISTANCE . TEMPORARY PROHIBITION OF
CERTAIN PROVIDER FEE INCREASES (REPEALED) (History: Sec. 53-
6-113, MCA; IMP, Sec. 53-6-111 and 53-6-141, MCA; EMERO . NEW
1977 MAR p. 762, Eff. 10/13/77; AMD, 1977 MAR p. 1250, Eff
12/23/77; AMD., 1978 MAR p. 213, Eff. 2/25/78; EMERG

, AMD 1979
MAR p. 743, Eff. 7/13/79; AMD., 1979 MAR p. 1124, Eff 9/28/79-
£E£, 1988 MAR p. 91, Eff. 1/15/88.)
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Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SDPAS 900-18

SECTION:

APPENDIX

SUBJECT:

Self-Directed Personal Assis-
tance Services Amendment Form
(DPHHS-MA-164)

PURPOSE:

PROCEDURE

:

DISTRIBUTION:

INSTRUCTIONS:

This form is to be used by the provider agency to
document a temporary change in a consumer's
schedule or to otherwise amend a plan of care.
This will eliminate the need to complete a new
MA-156 (Plan of Care) each time a change is made.
The MA-156 should be completed only at intake and
on an annual basis thereafter.

NOTE: A significant change in the plan of care
does reguire a new Consumer Profile (MA-157) . a
temporary change in the plan of care due to an
acute situation does not-, reguire a new Consumer
Profile.

One section of this amendment is to be completed
by the provider agency each time there is a
change in the original plan of care. There are
six sections on this form which will allow
documentation of change (s) on six different
occasions per form.

This form is to be kept in the consumer's file.
It is not necessary to obtain physician or
consumer signatures.

Identifying Information—Complete all of the
identifying information. The consumer number may
be either their Medicaid number or an agency
specific number.

State Plan Tasks—List the frequency of all tasks
to be managed by the consumer, including those
which changed and those which have not changed.

HCBS Only—List the freguency of HCBS services to
be managed by the consumer. These services,
including any change, must be prior authorized by
the HCBS Case Management Team.

Jan. 1, 1999 SENIOR & LONG TERM CARE Page 1 of 4



SECTION:

APPENDIX

SDPAS 900-18

SUBJECT:

Self-Directed Personal Assis-
tance Services Amendment Form
(DPHHS-MA-164)

HEALTH
MAINTENANCE

:

List the frequency of health maintenance tasks to
be managed by the consumer.

Weekly Total—Document the weekly total hours
authorized for personal assistance tasks (PA) ,

homemaking tasks (HT) , and HCBS health mainte-
nance activities (HM)

.

Comments—Briefly summarize any new pertinent
information concerning the consumer, including
the reason for the amendment to the plan of care.
The individual completing this amendment must
date and initial the section at the time of
change

.

Complete a new section of this form each time
there is a change in the original Plan of Care.

o O o
I

Jan, 1, 1999 SENIOR & LONG TERM CARE Page 2 of 4



DPHHS-MA-164
(New 1/99)

STATE OF MONTANA
Department of Public Health and Human Services

SDPAS 900-18

SELF-DIRECTED PERSONAL ASSISTANCE SERVICES
AMENDMENT FORM

1

pient Name:



DPHHS-MA-164
(New 1/99)

Page 2

SDPAS 900-18

STATE PLAN TASKS



"}
Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SDPAS 900-19

SECTION:

APPENDIX

SUBJECT:

Self-Directed Personal
Assistance Services Personal
Representative Agreement
fDPHHS-MA-1661

PURPOSE:

PROCEDURE

:

DISTRIBUTION:

>

This form will document the personal representa-
tive's acceptance of their responsibilities under
the Self-Directed Personal Assistance Program.

The personal representative and a witness must
sign and date this form prior to starting
services. A witness may not be an individual who
will be working for the consumer.

After completing, the white copy is sent to the
provider agency, the yellow copy is for the
consumer's record and the pink copy is for the
personal representative.

o o
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SDPAS 900-19

DPHHS-MA- 1 66 STATE OF MONTANA
(New 1/99) Department of Public Health and Human Services

Self-Directed Personal Assistance Services Program

Personal Representative Agreement

The Self-Directed Personal Assistance program is the result of legislation developed by the Montana

Coalition Concerned with Disabilities. This program will allows a personal representative of a

consumer with a disability, to arrange for, train and manage the personal assistant(s). This program

also includes a limited exemption from the Nurse Practice Act. The exemption will allow the

opportunity to manage specific health maintenance tasks with the approval of a health care

professional. These tasks may include urinary system management, bowel treatments, administration

of medication and wound care.

To participate in this program, as the personal representative, you are responsible for the following:

1

.

Obtaining approval from the consumer's physician or a health care professional to

participate. Under this program, a health care professional is defined as a physician

assistant certified, nurse practitioner, registered nurse, occupational therapist, or a

medical social worker as a member of a case management team for the purposes of

the Home and Community Based Services program.

2. Obtaining approval from the health care professional to manage health related tasks.

This approval may be limited or include the full scope of the task. For any health

related tasks authorized by the health care professional, access to Medicaid Home
Health services will be limited.

3. Select a provider in your area that you wish to work with. This provider will become

the employer of record for your attendants, assist with the necessary paper work and

act as a liaison with the Department.

3. Develop a service plan which includes:

a) a consumer profile completed by the provider to establish the service limit in

terms of hours;

b) an emergency back up plan which addresses the process you will follow when
and if an attendant fails to show. The back up plan may not be Medicaid

Personal Assistance Services managed by an agency or home health services

for authorized health maintenance tasks. These services become available

only when and if the emergency backup plan fails;

c) a training plan for attendants performing health related tasks, should the

consumer's physician or health care professional authorize them;

d) the method you will use to recruit attendants; and

e) a supervision schedule which is no less than once every 1 80 days.

4. Recruit, train, schedule and manage all attendants who will provide services. You will

also be prepared to resolve any attendant issues which may arise. As the personal

representative, I understand that I can not receive payment as an attendant.

(Continued on back)

Jan. 1, 1999 Distribution White-Provider; Yellow-Consumer, Pink-Personal Representative Page 2 OT 3



SDPAS 900-19

5. Approve all service delivery records which allow for Medicaid to be billed.

MISREPRESENTATION WITHIN THESE DOCUMENTS CONSTITUTES
FRAUD. The personal representative can be held accountable for knowingly

approving service delivery records that contain fraudulent information, resulting in

over billing Medicaid.

6. Obtaining re-certification for continued participation every 1 80 days from the provider

agency. Obtain annual approval from the health care professional.

7. Participation in compliance reviews conducted by the Department. These reviews are

designed to insure that services are being delivered in accordance to the policies of

the Department.

8. Medical and related liability regarding the delivery of Personal Assistance Services.

According to the statutory language which created this program, you will be

responsible for any incidents of harm.

9. Amend the consumer's plan of care should you chose to no longer manage health

maintenance tasks. As long as it appears on your plan of care, the consumer is

unable to access home health agency services for the same activity.

I understand that if I participate in the Self-Directed Personal Assistance program, I must receive the

proper authorizations and follow all Medicaid policies and procedures. I understand that my failure

to do this can lead to a Medicaid fraud investigation. If I have additional questions regarding the self-

directed program, I may contact the local Regional Program Officer with the Senior and Long Term

Care Division, Department of Public Health and Human Services.

Personal Representative Date

Witness Date

)

Jan. 1, 1999 Page 3 of 3





Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SDPAS 900-20

SECTION:

APPENDIX

SUBJECT:

HCBS Referral /Amendment Form
Personal Assistance Services
(DPHHS-MA-138)

PURPOSE

:

Case management teams use this form to request
HCBS personal assistance services or to amend
current HCBS personal assistance services.
This form is originated by the case management
team. Refer to PAS 312 for instructions.

o o

July 1, 1999 SENIOR & LONG TERM CARE Page 1 of 2



DPHHS-MA-138
(Rev. 9/98)

STATE OF MONTANA
Department of Public Health and Human Services

HCBS REFERRAL/AMENDMENT FORM
PERSONAL ASSISTANCE SERVICES

SDPAS 900-20

HCBS Referral HCBS Amendment Emergency Referral? D Yes No

Recipient Name:

Address:

D.O.B. Age: Sex: M F

(City)(Street)

Living Arrangements:

Significant Other(s) (include name, address, phone & relationship):

(Zip Code) (Phone No.)

Marital Status:

Medicaid No: County: Incurment Amount:

Month(s) of Medicaid Eligibility:

Physician: Address: Phone No.

Medical Diagnoses:

Prior Authorization No: PA Dates:

HCBS SERVICES REQUESTED:

Socialization/Homemaker

SUN MON TUE WED THUR FRI SAT TOTAL HRS

Supervision

Specialized Trained Attendants

Social Transportation Mileage:

Need for services:

Comments:

Other services in place:

Referred to Agency:

Referred By: Team:

Phone:

Individual

Date:

TO BE COMPLETED BY PERSONAL ASSISTANCE AGENCY

Date referral received: Date of initiation of care:

Referral source follow up date:

July 1, 1999 Distribution: White-Agency; Yellow-Agency; Pink-Case Management Team Page 2 of
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SDPAS 901

SECTION:

FORMS

SUBJECT

:

General Information - Forms

INSTRUCTIONS

:

The provider agency fills in the quantity of forms needed
for a six month period and sends the forms requisition
(page 3) to the Department. Please allow two weeks
delivery time.

All forms come in bundles of 50 but can be requested in
smaller quantities. Please DO NOT put down number of
bundles, use total number of forms. For example: 100 not
2; 150 not 3.

o o
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SDPAS 902

SECTION:

FORMS

SUBJECT

:

General Utilization

EVENT



Department of Public Health
and Human Services

SELF-DIRECTED

PERSONAL ASSISTANCE SERVICES

SDPAS 903

SECTION:

FORMS

SUBJECT

:

Self -Directed Personal Assistance

Services Temporary Authorization
(DPHHS-SLTC-165)

PURPOSE

:

PROCEDURE

DISTRIBUTION:

INSTRUCTIONS

This form is to be used by provider agencies to inform
the Foundation and the consumer that temporary Self-
Directed Personal Assistance Services have been
instituted according to policy for High Risk Referrals
or a temporary increase in hours that will exceed 14

days

.

High Risk- The SDPAS agency evaluates the consumer's
immediate needs and the tasks necessary to meet these
needs which are then documented on this form. These
services should be instituted within 48 hours of
receiving the referral and may be continued until the
Foundation completes the review and notifies the agency
and consumer of their authorization. The Foundation
will also assess the capacity of the consumer or
personal representative to direct services. After the
authorization is received, the agency adjusts the plan
accordingly. (Refer to SDPAS 410 or SDPAS 417 for
details.

)

Change in Profile- When a consumer/PR identifies a

change in authorization is needed, the SDPAS agency
documents the change in profile that they have
implemented as detailed on the Oversight Document.
(Refer to SDPAS 410 or SDPAS 417 for details.)

The SDPAS agency faxes this form to the Foundation on
the day the temporary is implemented. The consumer
receives the yellow copy and the SDPAS agency retains
the white copy.

Consumer Information- -Enter the name, street address,
city, zip code and telephone number of the consumer.

Agency Information- -Enter the name, street address,
city, zip code and telephone number of the SDPAS agency
completing the form.

April 1, 2004 SENIOR Sc LONG TERM CARE Page 1 of 2



SDPAS 903

SECTION:

FORMS

SUBJECT

:

Personal Assistance Services

Temporary Authorization
(DPHHS-SLTC-165)

As of- -Enter the date personal assistance services
begin.

Personal Representative- -If someone other than the
consumer will be responsible for the consumer's care,
enter name and telephone number.

Plan- -List the tasks, hours per day and hours per week
that the temporary plan is authorizing.

Schedule- -Enter the proposed schedule and the start
date for personal assistance services.

Signatures- -The consumer/personal representative and
the SDPAS agency individual authorizing the temporary
services must sign and date the form. Health care
professional's signature must be obtained before
services can begin via the Health Care Professional
Authorization (DPHHS-SLTC-160)

.

o o

April 1, 2004 SENIOR & LONG TERM CARE Page 2 of 2







Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SDPAS 905

SECTION:

FORMS

SUBJECT:

Self -Directed Personal
Assistance Services Oversight
Documentation (DPHHS-SLTC-164)

PURPOSE

:

PROCEDURE

DISTRIBUTION:

The self -directed provider agency uses this form
to record the content and outcome of specific
oversight visits.

To insure that all aspects of oversight visits are
performed.

This form should be completed with each 180 day-
evaluation, consumer care conference with other
care providers and other situations as needed. It
may also be utilized to record information
regarding consumer conferences regarding attendant
issues or issues with the consumer or personal
representative

.

Do not use this form to replace charting of
consumer concerns, attendant issues or problem
solving issues. It is also not to be used as
provider agency personnel form.

The consumer receives the yellow copy and the
provider agency retains the white copy for the
consumer's file.

INSTRUCTIONS: Consumer's Name- -Enter the consumer's full name.

Medicaid ID number- -Enter the consumer's Medicaid
number

.

Personal Representative- -Enter the personal
representative's name if applicable.

Date of Visit- -Enter the date of the visit to the
consumer.

Review current overview and profile. Describe
current condition and situation- -Record what
changes in health status or environment have
occurred since the previous overview or
supervisory visit.

Aug . 1 , 2 002 SENIOR Sc LONG TERM CARE Page 1 of 3





DPHHS-SLTC-164

(Rev. 8/02)

STATE OF MONTANA
Department of Public Health and Human Services

SDPAS 905

_

SELF-DIRECTED PERSONAL ASSISTANCE SERVICES
OVERSIGHT DOCUMENTATION

Pre-Screen Intake 1 80 Day Evaluation D Change in Condition Q Conference Amendment Only Q Other:

Current authorization: Average weekly utilization: A temporary increase is in place of hours

Consumer Name:

Personal Rep (if applicable):

Medicaid ID#:

Date of Visit:

Review current overview and profile. Describe current condition and situation:

Detail issues requiring resolution:

Agency action plan:

Consumer evaluation of recruitment, training and management of attendants (required every 180 days):

Consumer's plan for addressing any identified attendant issues:

Amendment Request needed to correspond with Agency Action Plan

This section must be completed in full and faxed to the Foundation for review. Date Faxed:

Increase in hours L-

1

Decrease in hours C
Change in condition

Change in option LJ

Change in provider D
Change in frequency of tasks

No change in hours

Change in time per task d
Change in HM tasks D
Change in living situation

Change in diagnosis

Change in PR (detail at right) Q

New Personal Representative (PR) Information:

Name:

Address:

Phone:

Reason for new PR:

Time In: Time Out: Elapsed Time: Units Billable:

"^ency Signature: Agency: Phone:

|
Consumer/PR Signature (when available): Date:

Aug. 1, 2002 Distribution: White-Provider; Yellow-Consumer Page 3 of 3







SDPAS 906



Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SDPAS 9 07

SECTION:

FORMS

SUBJECT:

Personal Assistance Services
Agency Discharge Sheet
(DPHHS-SLTC-158)

PURPOSE

PROCEDURE

DISTRIBUTION:

INSTRUCTIONS

The discharge sheet informs the consumer and
the Foundation of discharge from the agency's
services. This form also provides documentation
of discharge for the consumer's agency record.

The providing agency completes this form when a

consumer is discharged from their services.

The Agency Discharge Sheet is completed by the
providing agency and faxed to the Foundation.
The provider agency retains the white for the
consumer's file. In all discharges except
death, the consumer receives the yellow copy.

Consumer Information- -Enter the consumer's
name, Medicaid number, and date of birth. Enter
the date services began and the date of
discharge from the agency.

Discharge Code- -Circle the reason for
discharge. If reason is not listed, explain in
#9- -"Other"

.

Consumer requests referral sent to- -If the
consumer requests services from another agency
document the name of this agency and the city.

Narrative- -Provide any pertinent information
explaining the reason for discharge.

Signature- -The person completing the discharge
should sign and date the form and enter the
agency name

.

o o
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SDPAS 907

DPHHS-SLTC-158
(New 7/00)

STATE OF MONTANA
Department of Public Health and Human Services

PERSONAL ASSISTANCE SERVICES
AGENCY DISCHARGE SHEET
PAS SDPAS

Consumer Name:

Medicaid Id#:

(Last) (First)

Date of Birth:

(Ml)

Date Service Began (Intake): Discharge Date:

Discharge Code: (Circle One)

1 Death

2 Nursing Home Placement

3 Hospital Placement

4 Medicaid Ineligibility

5 Consumer Request

Moved From Service Area

Agency Not Able to Meet Needs

Requested Services from Another Agency

Other (Specify)

Consumer requests referral sent to:

(Agency) (City)

Narrative: (If necessary)

Signature:

Agency: _

Date:

July 1, 2000 Distribution: White-Agency; Yellow-Consumer Page 2 of 2



SECTION:

FORMS

SDPAS 908

Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SUBJECT !

Self -Directed Personal
Assistance Services
Utilization Report

PURPOSE

FREQUENCY

To assist the Department in budgeting and
forecasting to insure the financial viability of
the program.

This report must be filed 10 days after the
completion of a billing period.

If provider bills bi-weekly, an example follows:

July 1-14 Due: July 24
July 15 - 28 Due: August 7

If provider bills monthly, an example follows

July
August

Due
Due

July 10

August 10

SUBMISSION:

INSTRUCTIONS

Submit Reports to:

Personal Assistance Program
Senior & Long Term Care Division
PO Box 4210
Helena MT 59604

Fax: 406-444-7743

Utilization of services:

Complete the Personal Assistance table by
entering an accurate number of units of
service delivered during each billing period
in column (1)

.

July 1, 2003 SENIOR & LONG TERM CARE Page 1 of 3





SDPAS 90 8

(Rev. 7/03) STATE OF MONTANA
Department of Public Health and Human Services

COMMUNITY SERVICES BUREAU
UTILIZATION REPORT

Agency:

Contact Person (please print)

Phone Number:

Utilization of services:

Date Report is Completed:

Complete the following table by providing an accurate number of units of

service delivered during each billing period.

Enter total number of units in column (1). Enter the appropriate unit rate (2.).

Then multiply by unit rate to obtain cost by service type, record in column (3).

Total Column (3) and record in the box (4) below.

PERSONAL ASSISTANCE SERVICES Provider Number:

Billing Period









Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SECTION:

FORMS

SUBJECT:

Reserved

SDPAS 910

Reserved

o o

Aug. 1, 2 02 SENIOR & LONG TERM CARE Page 1 of 1





Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SDPAS 911

SECTION:

FORMS

SUBJECT:

Sample of Personal Assistance
Services Delivery Record

Following is a sample of a Personal Assistance
Service Delivery Record. The Department does not

supply this form.

o o

July 1, 2000 SENIOR & LONG TERM CARE Page 1 of 2



STATE OF MONTANA
Department of Public Health and Human Services

PAS 911

PERSONAL ASSISTANCE SERVICES DELIVERY RECORD

Employee Name Employee No City Pay Period (Mo/Day/Yr)



3



DPHHS-SLTC-160

(Rev. 7/02)

STATE OF MONTANA
Department of Public Health and Human Services

SDPAS 912

Self-Directed Personal Assistance Services

Health Care Professional Authorization

The self-directed personal assistance program allows a person with a disability (or their personal representative) to arrange for,

train, and manage the personal assistant(s). This program also includes a limited exemption from the Nurse Practice Act

covering urinary system management, bowel treatments, administration of medication and wound care. Montana State Law
requires a Health Care Professional to certify, on an annual basis, that the individual is capable of managing their own care,

which may include skilled services delivered by non-licensed personnel.

The following plan requires approval by a health care professional . Questions about this plan can be directed to the

Personal Assistance Program at the Mountain Pacific Quality Health Foundation at 1-800-268-5767, ext 129 or 130.

Consumer Name:



DPHHS-SLTC-160
(Rev. 1/04)

STATE OF MONTANA
Department of Public Health and Human Services

Self-Directed Personal Assistance Services

Health Care Professional Authorization

The self-directed personal assistance program allows a person with a disability (or their personal representative) to arrange for,

train, and manage the personal assistant(s). This program also includes a limited exemption from the Nurse Practice Act

covering urinary system management, bowel treatments, administration of medication and wound care. Montana State Law
requires a Health Care Professional to certify, on an annual basis, that the individual is capable of managing their own care,

which may include skilled services delivered by non-licensed personnel.

The following plan requires approval by a health care professional . Questions about this plan can be directed to the

Personal Assistance Program at the Mountain Pacific Quality Health Foundation at 1-800-268-1 145, ext 129 or 123.

Consumer Name:







SDPAS 913

DPHHS-SLTC-159 STATE OF MONTANA
(Re\ 7/00) Department of Public Health and Human Ser\ices

Self-Directed Personal Assistance Services

Consumer Agreement

The Self-Directed Personal Assistance program is the result of legislation developed by the Montana

Coalition Concerned with Disabilities. This program will allow a consumer with a disability or their

personal representative, to arrange for, train and manage the personal assistant(s). This program also

includes a limited exemption from the Nurse Practice Act. The exemption will allow you the

opportunity to manage specific health maintenance tasks with the approval of a health care

professional. These tasks may include urinary system management, bowel treatments, administration

of medication and wound care.

1 understand that if I participate in the Self-Directed Personal Assistance program, I must receive the

proper authorizations and follow all Medicaid policies and procedures. I understand that my failure to

do this can lead to a Medicaid fraud investigation. If I have additional questions regarding the Self-

Directed program, I may contact the local Regional Program Officer with the Senior and Long Term

Care Division, Department of Public Health and Human Services.

Consumer Date

Witness Date

To participate in this program, as the consumer you are responsible for the following:

1

.

Obtaining approval from your physician or a health care professional to participate. Under

this program, a health care professional is defined as a physician assistant certified, nurse

practitioner, registered nurse, occupational therapist, or a medical social worker as a

member of a case management team for the purposes of the Home and Community Based

Services program.

2. Obtaining approval from the health care professional to manage health related tasks. This

approval may be limited or include the full scope of the task. For any health related tasks

authorized by the health care professional, access to Medicaid Home Health services will

be limited.

3. Select a provider in your area that you wish to work with. This provider will become the

employer of record for your attendant, assist with the necessary paper work and act as a

liaison with the Department.

(Continued on back)

-r 1 -i OnOn Distribution: White-Provider; Yellow-Consumer Pacie 2 of 3
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4. Develop and maintain a service plan which is readily available in the home. It must

include:

a) a consumer profile completed by the provider to establish the service limit in terms

of hours;

b) an emergency back up plan which addresses the process you will follow when your

attendant fails to show. Your back up plan may not be Medicaid Personal Assistance

Services managed by an agency or home health services for authorized health

maintenance tasks. These services become available to you only when and if your

emergency backup plan fails;

c) a training plan for attendants performing health related tasks, should your physician

or health care professional authorize them;

d) the method you will use to recruit attendants; and

e) a schedule of oversight visits which is no less than once every 1 80 days.

5. Recruit, train, schedule and manage all attendants who will provide services. You will also

be prepared to resolve any attendant issues which may arise.

6. Review and approve all service delivery records to insure the service plan has been

followed, thereby authorizing for Medicaid to be billed. MISREPRESENTATION
WITHIN THESE DOCUMENTS CONSTITUTES FRAUD.

7. Obtaining re-certification for continued participation every 1 80 days from the provider

agency. Obtain annual approval from your health care professional.

8. Participation in compliance reviews conducted by the Department. These reviews are

designed to insure that services are being delivered in accordance to the policies of the

Department. This may include a review of home records.

9. Medical and related liability regarding the delivery of Personal Assistance Services.

According to the statutory language which created this program, you will be responsible

for any incidents of harm.

10. Amend your plan of care should you choose to no longer manage health maintenance

tasks. As long as it appears on your plan of care, you are unable to access home health

agency services for the same activity.

July 1, 2000 Page 3 of 3





SDPAS 914

Department of Public Health
and Human Services

SELF-DIRECTED
PERSONAL ASSISTANCE SERVICES

SECTION:

FORMS

SUBJECT:

Self -Directed Personal
Assistance Services Personal
Representative Agreement
(DPHHS-SLTC-166)

PURPOSE:

PROCEDURE

DISTRIBUTION:

This form will document the personal representa-
tive's acceptance of their responsibilities under
the Self -Directed Personal Assistance Program.

The personal representative and a witness must
sign and date this form prior to starting ser-
vices. A witness may not be an individual who
will be working for the consumer.

After completing, the white copy is sent to the
provider agency, the yellow copy is for the
consumer's record and the pink copy is for the
personal representative.

o o

July 1, 2000 SENIOR Sc LONG TERM CARE Page 1 of 3
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DPHHS-SLTC-l 66 STATE OF MONTANA
(Re\ 7/00) Department of Public Health and Human Services

Self-Directed Personal Assistance Services

Personal Representative Agreement

The Self-Directed Personal Assistance program is the result of legislation developed by the Montana

Coalition Concerned with Disabilities. This program allows a personal representative of a consumer

with a disability, to arrange for, train and manage the personal assistant(s). This program also includes

a limited exemption from the Nurse Practice Act. The exemption will allow the opportunity to manage

specific health maintenance tasks with the approval of a health care professional. These tasks may

include urinary system management, bowel treatments, administration of medication and wound care.

I understand that if I participate in the Self-Directed Personal Assistance program, I must receive the

proper authorizations and follow all Medicaid policies and procedures. I understand that my failure to

do this can lead to a Medicaid fraud investigation. If I have additional questions regarding the Self-

Directed program, I may contact the local Regional Program Officer with the Senior and Long Term

Care Division, Department of Public Health and Human Services.

Personal Representative Date

Witness Date

To participate in this program, as the personal representative, you are responsible for the following:

1

.

Obtaining approval from the consumer's physician or a health care professional to

participate. Under this program, a health care professional is defined as a physician

assistant certified, nurse practitioner, registered nurse, occupational therapist, or a medical

social worker as a member of a case management team for the purposes of the Home and

Community Based Services program.

2. Obtaining approval from the health care professional to manage health related tasks. This

approval may be limited or include the full scope of the task. For any health related tasks

authorized by the health care professional, access to Medicaid Home Health services will

be limited.

3. Select a provider in your area that you wish to work with. This provider will become the

employer of record for your attendants, assist with the necessary paper work and act as a

liaison with the Department.

(Continued on back)

Distribution White-Provider; Yellow-Consumer. Pink-Personal Representative

July 1, 2000 Page 2 of 3
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4. Develop and maintain a service plan readily available in the home. It must include:

a) a consumer profile completed by the provider to establish the service limit in terms

of hours;

b) an emergency back up plan which addresses the process you will follow when and if

an attendant fails to show. The back up plan may not be Medicaid Personal

Assistance Services managed by an agency or home health services for authorized

health maintenance tasks. These services become available only when and if the

emergency backup plan fails;

c) a training plan for attendants performing health related tasks, should the consumer's

physician or health care professional authorize them;

d) the method you will use to recruit attendants; and

e) a schedule of oversight visits which is no less than once even' 1 80 days.

5. Recruit, train, schedule and manage all attendants who will provide services. This

includes directing the day to day care of the consumer. Resolve any attendant/consumer

disputes which may arise. A personal representative is available to provide backup

services. Reimbursement is not available for personal representative activities.

6. Review and approve all service delivery records to insure the service plan has been

followed, thereby authorizing for Medicaid to be billed. MISREPRESENTATION
WITHIN THESE DOCUMENTS CONSTITUTES FRAUD. The personal

representative can be held accountable for knowingly approving service delivery records

that contain fraudulent information, resulting in over billing Medicaid.

7. Obtaining re-certification for continued participation every 180 days from the provider

agency. Obtain annual approval from the health care professional.

8. Participation in compliance reviews conducted by the Department. These reviews are

designed to insure that services are being delivered in accordance to the policies of the

Department. This may include a review of home records.

9. Medical and related liability regarding the delivery of Personal Assistance Services.

According to the statutory language which created this program, you will be responsible

for any incidents of harm.

10. Amend the consumer's plan of care should you choose to no longer manage health

maintenance tasks. As long as it appears on your plan of care, the consumer is unable to

access home health agency services for the same activity.

1 1

.

Appoint a temporary personal representative should you leave the area for a short period of

time.

July 1, 2000 Page 3 of 3







SECTION:

FORMS

SDPAS 915

SUBJECT

:

Provider Prepared Standards

The provider has current workers

'

compensation, liability and auto coverage.

A. Review attached insurance binders.

B. Auto coverage is for non-owned vehicles
or vehicles for hire

.

C. To achieve compliance, provider must
have all required coverages. If not,
suspension of provider may be necessary
until proof is provided.

Consumers/Personal representatives receive
appropriate information about the program.

A. Review information provided to consumers
to insure accuracy. To achieve
compliance, information must be
accurate

.

B. Review SDPAS 6 02 & SDPAS 702 to insure
that information is provided. The
information must be provided to achieve
compliance

.

<

o o
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Self Directed Personal Assistance Services

Provider Prepared Standards
SDPAS915

Provider: Provider #:

Person Completing Review: Title:

Date Completed: Date of Review:

A. SERIOUS OCCURRENCES
Provider reports andfollows up on all serious occurrences.

Describe in detail the process for staff to report serious occurrences.

Review serious occurrence reports of the last quarter/year. What type of incident occurs most often? What do you

believe is the cause? Are there methods to reduce the number of these incidents?

B. RECIPIENT SURVEY
An annual recipient survey is conducted and results are utilized to improve services.

Attach a copy of the last survey and indicate the following:

Month last survey was conducted: Type of survey: (mail, phone, etc.)

Number of surveys sent: Number Returned: %:

09/01

Jan. 1,2002 Page 3 of

5



Self Directed Personal Assistance Services sdpas 9 1

5

Provider Prepared Standards

Summary of survey results:

How were these results used? What if any changes were made?

C. PROVIDER REQUIREMENTS
The provider has current worker s compensation, liability and auto coverage.

Attach documentation of current coverage.

Explain any lapses in coverage

D. CONSUMER INFORMATION
Consumers/ Personal Representative receive appropriate information about the program.

Attach copies of any material provided to consumers at intake or during nurse supervisor visits.

If none, explain why.

PROVIDER COMMENTS REGARDING THIS EXERCISE

PROVIDER SUGGESTIONS FOR PROGRAM IMPROVEMENT

SIGNATURE: DATE:

09/01

Jan. 1,2002 Page 4 of 5
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5

Provider Prepared Standards

RPO REVIEW & SIGN OFF

B

D

COMMENTS:

The prepared standards meet / do not meet DPHHS requirements:

RPO SIGN OFF: DATE:

09/01

Jan. 1,2002 Page 5 of 5









DPHHS-MA-128

(New 4/99)

STATE OF MONTANA
Department of Public Health and Human Services

REQUEST FOR CASE REVIEW

SDPAS 916

PROGRAM
RECIPIENT

REPORTER (Optional):

DATE:

MEDICAID ID #

PROVIDER Describe what is happening:

Services in Place:

Concern :

Resolved: Yes LJ No LI
(Forward all copies to Senior & Long Term Care, DPHHS, PO Box 4210, Helena, MT 59604 for completion.)

DPHHS BUREAU ACTION:

Cause:

Resolution:

Adult Protective Services Yes No

(Signature) (Date)

Jan. 1, 2001 Distribution: White-Agency Yellow-DPHHS; Pink-DPHHS Page 3 of 3







SDPAS 10 01

SECTION:

RULES AND RESOURCES

SUBJECT

:

Provider Requirement Rules

GENERAL MEDICAID SERVICES 37.85.402

37.85.402 PROVIDER ENROLLMENT AND AGREEMENTS
(1) Providers must enroll in the Montana medicaid program for each

category of services to be provided. As a condition of granting enrollment
approval or of allowing continuing enrollment, the department may require the
provider to:

(a) complete and submit an enrollment application or form;

(b) complete and submit agreements or other forms applicable to the

provider's category of service;

(c) provide information and documentation regarding ownership and control

of the provider entity and regarding the provider's ownership interest or control
rights in other providers that bill medicaid;

(d) provide information and documentation regarding:
(i) any sanctions, suspensions, exclusions or civil monetary penalties

imposed by the medicare program, any state medicaid program or other federal
program against the provider, a person or entity with an ownership or control
interest in the provider or an agent or managing employee of the provider; and

(ii) any criminal charges brought against and any criminal convictions of

the provider, a person or entity with an ownership or control interest in the
provider or an agent or managing employee of the provider related to that
person s or entity's involvement in medicare, medicaid or the Title XX services
program; and

(e) submit documentation and information demonstrating compliance with
participation requirements applicable to the provider's category of service.

(2) Providers shall provide the department's fiscal agent with 30 days
advance written notice of any change in the provider's name, address, tax
identification number, group practice arrangement, business organization or
ownership.

(a) An enrolled provider is not entitled to change retroactively the

category of service for which the provider is enrolled, but must enroll
prospectively in the new progr am category. The change in service category will

be effective only upon approval of a completed enrollment application for the new
service category and on or after the effective date of all required licenses and

certifications. The change will apply only to services provided on or after the

effective date of the enrollment change.

(3) Except as provided in (2) (a), an approved enrollment is effective on
the later of:

(a) 1 year prior to the date the completed enrollment application is

received by the department's fiscal agent; or

(b) the date as of which all required licenses and certifications are

effective

.

ADMINISTRATIVE RULES OF MONTANA 3/31/00 37-19503

Jan. 1, 2002 SENIOR & LONG TERM CARE Page 2 of 2



SDPAS 1001

SECTION:

RULES AND RESOURCES

SUBJECT

:

Provider Requirement Rules

37.85.402 DEPARTMENT OF PUBLIC HEALTH
AND HUMAN SERVICES

(4) Providers, whose services are covered by the Title XVIII program

(medicare) , shall meet the certification standards of medicare except as

provided otherwise in these rules.

(5) Providers shall render services to an eligible medicaid recipient in

the same scope, quality, duration and method of delivery as to the general

public, unless specifically limited by these regulations.

(a) No provider may deny services to any recipient because of the

recipient's inability to pay a copayment in ARM 3 7.83.826 or in ARM 37.85.204.

(6) Providers shall not discriminate illegally in the provision of

service to eligible medicaid recipients or in employment of persons on the

grounds of race, creed, religion, color, sex, national origin, political ideas,

marital status, age or disability. Providers shall comply with the Civil Rights

Act of 1964 (42 USC 2000d, et seq.), The Age Discrimination Act of 1975 (42 USC

6101, et seq.), The Americans With Disabilities Act of 1990 (42 USC 12101, et

seq.), section 504 of the Rehabilitation Act of 1973 (29 USC 794), and the

applicable provisions of Title 49, MCA, as amended and all regulations and rules

implementing the statutes. (History: Sec. 53-2-201 and 53-6-113, MCA; IMP ,

Sec. 53-2-201, 53-6-101, 53-6-111, 53-6-113, 53-6-131 and 53-6-141, MCA; NEW ,

1980 MAR p. 1491, Eff. 5/16/80; AMD , 1983 MAR p. 1197, Ef f . 8/26/83; AMD , 1987

MAR p. 900, Eff. 6/30/87; AMD , 1987 MAR p. 1116, Eff. 7/17/87; AMD , 1989 MAR p.

835, Eff. 6/30/89; AMD , 1997 MAR p. 474, Eff. 3/11/97; TRANS , from SRS, 2000 MAR

p. 479.)

Rules 03 through 05 reserved

37-19504 3/31/00
NEXT PAGE IS 37-19515

ADMINISTRATIVE RULES OF MONTANA

Jan. 1, 2002 SENIOR & LONG TERM CARE Page 3 of 2



SDPAS 1001

SECTION:

RULES AND RESOURCES

S1CBJECT:

Provider Requirement Rules

GENERAL MEDICAID SERVICES 37.85.406

37.85.406 BILLING, REIMBURSEMENT, CLAIMS PROCESSING, AND
PAYMENT (1) Providers must submit clean claims to medicaid within the
latest of:

(a) 12 months from the latest of:

(i) the date of service;
(ii) the date retroactive eligibility is determined; or
(iii) the date disability was determined;
(b) 6 months from the date on the medicare explanation of benefits

approving the service, if the medicare claim was timely filed and the
recipient was medicare eligible at the time the medicare claim was filed; or

(c) 6 months from the date on an adjustment notice from a third party
payor, where the third party payor has previously processed the claim for the
same service and the adjustment notice is dated after the periods described
in (1) (a) and (b) .

(2) For purposes of this rule:

(a) "Clean claim" means a claim that can be processed without
additional information or documentation from or action by the provider of the
service;

(b) For inpatient hospital services, date of service is the date of

discharge;
(c) The date of submission to the medicaid program is the date the

claim is stamped "received" by the department or its designee; and
(d) The claim submission deadline specified in (1) applies regardless

of whether or not a third party has allowed or denied a provider's claim. If

a third party has not allowed or denied a provider's claim, the provider may
submit a claim to medicaid according to the requirements of ARM
37.85.407(6) (c) and subject to the claim submission deadline specified in

(1) .

(3) Claims must be submitted in accordance with this rule to be valid.
In processing claims, the department or its agent may deny payment of or

pend a claim upon determining that a basis exists for denial of payment or
pending the claim. No further review or processing of a denied claim is

required until resubmission of the claim by the provider. The department or
its agent is not required to list or identify all possible grounds for denial
or pending of the claim. The fact that a particular basis for denial or
pending of a claim for a service or item was not identified on an earlier
statement of remittance or other similar statement does not preclude denial
or pending of the claim on that basis on a later submission of the claim.

ADMINISTRATIVE RULES OF MONTANA 9/30/01 37-19515

Jan. 1, 2002 SENIOR Sc LONG TERM CARE Page 4 of 2



SECTION:

RULES AND RESOURCES

SDPAS 10 01

SUBJECT

:

Provider Requirement Rules

3 7.85.406 DEPARTMENT OF PUBLIC HEALTH
AND HUMAN SERVICES

(4) Except as provided in (7) of this rule, all medicaid claims submitted
to the department are to be submitted on a state claim form which is:

(a) personally signed by that provider;
(b) personally signed by a person who has actual written authority to

bind and represent the provider for this purpose. The department may require a
provider to furnish this written authorization; or

(c) signed by the use of a facsimile signature stamp or a computer
generated, typed or block letter signature. Providers submitting or causing to
be submitted a claim using a facsimile, computer generated, typed or block
letter signature shall bear full responsibility f or submission of the claim as
though the claim were personally signed by the provider or the provider's
authorized agent.

(5) All medicaid claims submitted to the department by a hospital for
services provided by a physician who is required to relinquish fees to the
hospital are to be submitted on a state claim form which is:

(a) personally signed by the physician provider;
(b) personally signed by a person who has actual written authority to

bind and represent the physician provider for t his purpose. The department
may require a provider to furnish this written authorization; or

(c) signed by the use of a facsimile signature stamp or a computer
generated, typed or block letter signature. Providers submitting or causing to
be submitted a claim using a facsimile, computer-generated, typed or block
letter signature shall bear full responsibility f or submission of the claim as
though the claim were personally signed by the provider or the provider's
authorized agent.

(6) The department may require a hospital provider to obtain on the claim
form the signature of a physician providing services for which fees are
relinquished to the hospital.

(7) Electronic media claims may be submitted by a provider who enters
into an agreement with the department for this purpose and who meets the
department's requirements for documentation, record retention and signature
requirements

.

37-19516 3/31/00 ADMINISTRATIVE RULES OF MONTANA

SENIOR & LONG TERM CAREJan. 1, 2002 Page 5 of 20
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SECTION:

RULES AND RESOURCES

SUBJECT

:

Provider Requirement Rules

GENERAL MEDICAID SERVICES 37.85.406

(8) Claims submitted for the professional component of electrodiagnostic
procedures which do not involve direct personal care on the part of the physician
and performed by physicians on contract to the hospital may be submitted on state
approved claim forms signed by the person with authority to bind the hospital
under (b) above.

(a) Electrodiagnostic procedures include echocardiology studies,
electroencephalography studies, electrocardiology studies, evoked potential
studies, holter monitors, telephonic or teletrace checks and pulmonary function
tests

.

(b) If, after review, the department determines that claims for hospital

-

based physician services are n ot submitted by a hospital provider in accordance
with this subsection, the department may require the hospital provider to obtain
the signature of the physician providing the service on the claim form.

(9) If the department pays a claim but subsequently discovers that the
provider was not entitled to p ayment for any reason, the department is entitled
to recover the resulting overpayment as provided in (10)

.

(10) The department is entitled to recover from the provider and the
provider is obligated to repay to the department all medicaid payments made to

which the provider was not entitled under applicable state and federal laws,

regulations and rules. At the option of the department, recoveries may be

accomplished by a direct payment to the department or by automatic deductions
from future payments due the provider. Notice of overpayment must be made in

accordance with ARM 37.85.512.
(a) The department is entitled to recover under (10) any payment to which

the provider was not entitled, regardless of whether the payment was the result
of department or provider error, or other cause, and without proving that the
provider submitted an improper or erroneous claim knowingly, intentionally, or

with intent to defraud.
(b) The department is entitled to recover an overpayment from the provider

in whose name the erroneous or improper claim was submitted, even if the provider
was an employee of another ind ividual or entity and was required as a condition
of the provider's employment to turn over all fees received by the provider to

the employer.

ADMINISTRATIVE RULES OF MONTANA 3/31/00 37-19517
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SECTION:

RULES AND RESOURCES

SUBJECT:

Provider Requirement Rules

37.85.406 DEPARTMENT OF PUBLIC HEALTH
AND HUMAN SERVICES

(11) Providers are required to accept, as payment in full, the amount paid
by the Montana medicaid program for a service or item provided to an eligible
medicaid recipient in accordance with the rules of the department. Providers
shall not seek any payment in addition to or in lieu of the amount paid by the

Montana medicaid program from a recipient or his representative, except as

provided in these rules. A provider may bill a recipient for the copayments
specified in ARM 37.83.826 and 37.85.204 and may bill certain recipients for

amounts above the medicare deductibles and coinsurance as allowed in ARM
37.83.825.

(a) A provider may bill a recipient for noncovered services if the
provider has informed the recipient in advance of providing the services that
medicaid will not cover the se rvices and that the recipient will be required to

pay privately for the services, and if the recipient has agreed to pay privately
for the services. For purposes of (11) (a), non-covered services are services
that may not be reimbursed for the particular recipient by the Montana medicaid
program under any circumstances and covered services are services that may be
reimbursed by the Montana medicaid program for the particular recipient if all

applicable requirements, including medical necessity, are met.

(b) Except as provided in this rule, a provider may not bill a recipient
after medicaid has denied paym ent for covered services because the services are
not medically necessary for the recipient.

(i) A provider may bill a recipient for covered but medically unnecessary
services, including services for which medicaid has denied payment for lack of

medical necessity, if the provider specifically informed the recipient in advance
of providing the services that the services are not considered medically
necessary under medicaid criteria, that medicaid will not pay for the services
and that the recipient will be required to pay privately for the services, and
the recipient has agreed to pay privately for the services. The agreement to pay
privately must be based upon definite and specific information given by the
provider to the recipient indicating that the service will not be paid by
medicaid. The provider may not bill the recipient under this exception when the
provider has informed the reci pient only that medicaid may not pay or where the
agreement is contained in a form that the provider routinely requires recipients
to sign.

(ii) An ambulance service provider may bill a recipient after medicaid has
denied payment for lack of medical necessity.

37-19518 3/31/00 ADMINISTRATIVE RULES OF MONTANA
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SECTION:

RULES AND RESOURCES

SUBJECT:

Provider Requirement Rules

GENERAL MEDICAID SERVICES 37.85.406

(c) A provider may not bill a recipient for services as a private pay
patient if, prior to provision of the services, the recipient informed the
provider of medicaid eligibility, unless, prior to provision of the services, the
provider informed the recipient of its refusal to accept medicaid and the
recipient agreed to pay privately for the services.

(d) In service settings where the recipient is admitted or accepted as a

medicaid recipient by a provider, facility, institution or other entity that
arranges provision of services by other or ancillary providers, all other or
ancillary providers will be deemed to have accepted the individual as a medicaid
recipient and may not bill the recipient for the services unless, prior to
provision of services, the particular provider informed the recipient of its
refusal to accept medicaid and the recipient agreed to pay privately for the
services

.

(e) The provider may not bill a recipient for services when medicaid does
not pay as a result of the provider's failure to comply with applicable
enrollment, prior authorization, billing or other requirements necessary to
obtain payment

.

(f) Acceptance of a recipient as a medicaid recipient applies to all
services provided by the provider to the recipient, except as provided in (11) (a)

or (b) . A provider may not accept medicaid payment for some covered services but
refuse to accept medicaid for other covered services. Subject to the
requirements of ARM 37.85.402(4), a provider may terminate acceptance of medicaid
for a recipient in accordance with the provider's professional responsibility, by
informing the recipient of the termination and the effect of the termination on
provision of and payment for any further services.

(g) If an individual has agreed prior to receipt of services that payment
will be made from a source other than medicaid but later is determined
retroactively eligible for medicaid, the provider may choose to accept the
individual as a medicaid recipient with respect to the services or to seek
payment in accordance with the original payment agreement

.

(h) A provider that bills medicaid for services rendered will be deemed to
have accepted the individual as a medicaid recipient.

(i) Nothing in this rule is intended to permit a provider to refuse to
accept an individual as a medicaid recipient where the provider is otherwise
required by law to accept an individual as a medicaid recipient.

(12) In the event that a provider of services is entitled to a retroactive
increase of payment for services rendered, the provider shall submit a claim
within 180 days of the written notification of the retroactive increase or the
provider forfeits any rights to the retroactive increase.

ADMINISTRATIVE RULES OF MONTANA 3/31/00 37-19519
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SECTION:

RULES AND RESOURCES

SUBJECT :

Provider Requirement Rules

37. 85.406 DEPARTMENT OF PUBLIC HEALTH
AND HUMAN SERVICES

(13) The Montana medicaid program shall make payments directly to the

individual provider of service unless the individual provider is required, as

a condition of his employment, to turn his fees over to his employer.

(a) Exceptions to the above requirement may, at the discretion of the

department, be made for transportation and/or per diem costs incurred to

enable a recipient to obtain medically appropriate services.

(14) The method of determining payment rates for out-of-state providers
will be the same as for in-state providers except as otherwise provided in the

rules of the department.

(15) A government agency may bill the medicaid program for covered
medical services under the following circumstances:

(a) The government agency has complied with all federal and state law
governing the medicaid program, and assures that the provider has complied
with all state and federal law governing the medicaid program, including
reimbursement levels.

(b) The government agency accepts assignment from an eligible medicaid
provider for services provided prior to eligibility determination.

(16) A person enrolled as an individual provider may not submit a claim
for services that the provider did not personally provide, inclusive of

services provided by another person under the provider's supervision, unless
authorization to bill for and receive reimbursement for services the provider
did not personally provide is stated in administrative rule or a Montana
medicaid program manual and is in compliance with any supervision requirements
in state law or rule governing the provider's professional practice and the

practice of assistants and aides. Other providers, including but not limited
to hospitals, nursing facilities and home health agencies, may bill for and
receive reimbursement for services provided by supervised persons in

accordance with the medicaid rules and manual and any supervision requirements
in state law or rule governing professional practice.

(17) Medicaid coverage and reimbursement is available only for services
or items that are provided in accordance with all applicable medicaid
requirements and within the scope of practice permitted under state licensure
laws and other mandatory standards applicable to the provider.

37-19520 9/30/01 ADMINISTRATIVE RULES OF MONTANA
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(18) Except as otherwise provided in the rules of the department which
pertain to the method of determining payment rates for claims of recipients
who have medicare and medicaid coverage (cross-over claims) , the medicaid
allowed amount for medicare covered services is:

(a) for facility based providers who generally bill on the UB-92
billing form, for covered medical services the full medicare co-insurance and
deductible as defined by the medicare carrier;

(i) there is an exception for inpatient ancillary services with
medicare Part B coverage only (no medicare Part A) or FQHCs : medicare payments
for these services are treated as third party payments and are offset against
the medicaid payment;

(b) for medical providers who generally bill on the HCFA-1500 billing
form, for covered medical services the lower of:

(i) the medicare co-insurance and deductible (if not met) ; or

(ii) the medicaid fee less the amount paid by medicare for the same
service, not to exceed the medicaid fee for that service;

(c) for mental health services that are subject to the
medicare psychiatric reduction, the lower of:

(i) the medicaid allowed amount; or
(ii) the medicare allowed amount, less the medicare paid amount;

(d) for services to recipients eligible to receive both medicare and
medicaid benefits, an amount not to exceed the medicare allowed amount in

instances where the medicaid fee is higher than the medicare allowable.

(19) For all purposes of this rule, the amount of the provider's usual
and customary charge may not exceed the reasonable charge usually and
customarily charged to all payers.

(20) Reimbursement from medicaid may not exceed an amount which would cause
total payment to the provider from both medicaid and all other payers to exceed
the medicaid fee. (History: Sec. 53-2-201 and 53-6-113, MCA; IMP , Sec.

53-2-201, 53-6-101, 53-6-111, 53-6-113, 53-6-131 and 53-6-141, MCA; NEW, 1980 MAR

p. 1491, Eff. 5/16/80; AMD, 1981 MAR p. 530, Ef f . 5/29/81; AMD, 1981 MAR p. 559,

Eff. 6/12/81; AMD , 1981 MAR p. 771, Eff. 7/31/81; AMD , 1983 MAR p. 1197, Eff.

8/26/83; AMD , 1986 MAR p. 359, Eff. 3/14/86; AMD , 1987 MAR p. 894, Eff. 6/26/87;

AMD, 1989 MAR p. 835, Eff. 6/30/89; AMD, 1990 MAR p. 379, Eff. 2/23/90; AMD, 1990

MAR p. 1586, Eff. 8/17/90; AMD , 1992 MAR p. 234, Eff. 2/14/92; AMD, 1997 MAR p.

474, Eff. 3/11/97; AMD , 1998 MAR p. 676, Eff. 3/13/98; AMD , 1998 MAR p. 2168,

Eff. 8/14/98; TRANS , from SRS , 2000 MAR p. 479; AMD , 2001 MAR p. 1476, Eff.

8/10/01.)

NEXT PAGE IS 37-19523
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37.85.407 THIRD PARTY LIABILITY (1) No payment shall be made by the
department for any medical service for which there is a known third party who has
a legal liability to pay for that medical service except for those services
specified in (6) below.

(2) For purposes of this section, the following definitions apply:
(a) A third party is defined as an individual, institution, corporation,

or public or private agency that is or may be liable to pay all or part of the
cost of medical treatment and medical -related services for personal injury,
disease, illness, or disability of a recipient of medical assistance from the
department or a county and includes but is not limited to insurers, health
service organizations, and parties liable or who may be liable in tort. Indian
health services is not a third party within the meaning of this definition.

(b) A known third party is a third party for which the provider has
sufficient information to submit a claim and which if billed for a medical
service is likely to pay the claim within a reasonable time.

(c) A potential third party is a third party for which the provider either
has insufficient information t o submit a claim or which if billed for a medical
service, is likely to deny the claim as having no contractual or legal obligation
to pay.

(3) For known recipients, the provider shall use its same usual and
customary procedures for inquiring about possible third party resources as is
done for non-recipients.

(4) If the provider delivers to a recipient or a recipient's legal
representative a copy of a billing statement for services which have been or may
be billed to the department, the statement must clearly indicate that third party
benefits or payments have been assigned to the department by the patient or that
the department may have a lien upon such benefits.

(a) The words "medicaid has assignment of, or may have a lien upon third
party benefits or payments" shall be sufficient to meet the notification re-
quirement of this section.

(b) If a provider does not meet the notification requirements of this sec-
tion, the department may withhold or recover from the provider an amount equal to
any amounts paid by a third party towards the services described in the statement
given to the recipient.

ADMINISTRATIVE RULES OF MONTANA 3/31/00 37-19523

Jan. 1, 2 02 SENIOR & LONG TERM CARE Page 11 of 20



SDPAS 1001

SECTION:

RULES AND RESOURCES

SUBJECT:

Provider Requirement Rules

37.85.407 DEPARTMENT OF PUBLIC HEALTH
AND HUMAN SERVICES

(5) If a provider learns of the existence of a known third party, that
provider shall bill the third party prior to billing the department. If the

department has knowledge of a known third party and the provider has not complied
with (6) or (7) below, the department shall deny payment of the services.

(6) The department shall not deny payment of services solely because of

the existence of a third party in the following circumstances:
(a) The primary diagnosis on the claim is for certain prenatal and

preventive pediatric care as specified in the medicaid provider manual, copies of

which may be obtained from the Montana Department of Public Health and Human
Services, Health Policy and Services Division, 1400 Broadway, P.O. Box 202951,

Helena, MT 59620-2951. The provider may bill the third party or the department
in this circumstance.

(b) The third party is an insurer under a health insurance policy provided
by the absent parent of a recipient and that health insurance is obtained or

maintained as a result of an enforcement action taken by the child support
enforcement division against that absent parent, if the following provisions are

met

:

(i) the provider submits evidence that the third party has been billed;

(ii) the claim is submi tted to the department 3 or more days beyond the

date of service and in compliance with the timely filing rules in ARM
37.85.406 (1) ;

(iii) the provider certifies on the claim that notice of payment or denial

of the claim has not been received from the third party; and
(iv) the claim is submitted directly to the third party liability unit

(hereafter referred to as the TPL unit) within the department.
(c) The provider has bi lied the third party and has not received a reply

from the third party either allowing or denying payment, if the following provi-

sions are met:

(i) the provider submits evidence of the date the third party was billed;

(ii) the claim is submitted 90 or more days beyond the date established in

(c) (i) and in compliance with the timely filing rules in ARM 37.85.406(1);
(iii) the provider certifies on the claim that notice of payment or denial

has not been received; and
(iv) the provider submits the claim directly to the TPL unit.

37-19524 3/31/00 ADMINISTRATIVE RULES OF MONTANA
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(d) The claim is for services for which the department has been granted a

waiver from use of the cost avoidance method and the department has chosen to use
and continue to use that waiver, as identified in the medicaid provider manual.

(e) The provider is unable to obtain a valid assignment of benefits, if

the following provisions are met:

(i) the provider submits documentation that it attempted to obtain
assignment

;

(ii) the provider certifies on the claim that assignment could not be
obtained; and

(iii) the provider submits the claim directly to the TPL unit.
(f

)

The third party is only a potential third party as defined in (2) (c) .

(7) Except as stated in (8) , the department shall pay its allowed amount
for services, less any known third party payments for those services, for any
claim where a known third party exists in the following circumstances:

(a) the claim is submitted under the provisions of (6);

(b) the submitted claim clearly indicates the amount paid by the third
party and includes whatever documentation is received regarding the payment from
the third party; or

(c) the claim is submitted with a denial document which clearly shows that
the third party denied the claim.

(8) For inpatient hospital claims where medicare Part A benefits have been
paid, the department's sole obligation shall be to pay the medicare Part A
deductible. For nursing facil ity service claims where medicare Part A benefits
have been paid, the department's sole obligation shall be to pay in accordance
with ARM 37.40 .307

.

(9) In the event the provider receives a payment from a third party after
the department has made payment, the provider shall refund to the department,
within 60 days of receipt of the third party payment, the lesser of the amount
the department paid or the amount of the third party payment.

(a) The refund shall be made payable to Montana medicaid and submitted to
the department's fiscal office, and shall indicate the name of the third party
payor.

(b) The provider is entitled to retain any third party payments which
exceed the medicaid allowed amount if all medicaid payments toward those services
have been refunded to the department as required in this subsection.

(10) The department shall make no payment for services in those cases
where, if the patient were not a medicaid recipient, the third party payment
would constitute full payment with no further obligation owing from the
recipient

.

ADMINISTRATIVE RULES OF MONTANA 3/31/00 37-19525
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(11) For any service where an identified third party has only a potential
liability as a tort-feasor, the provider may file a medical lien against that
third party. The provider may bill the department prior to determination of

liability of the third party if the provider notifies the TPL unit of the
identity of the third party and its name and address if known. The provider may
keep its lien in place and rec eive payment from the third party. If payment is

received from the third party, the provider must refund to the department as

described in (9)

.

(12) A provider may not refuse to furnish services to a recipient based
upon a third party's potential liability for the service. (History: Sec. 53-6-

113, MCA; IMP, Sec. 53-2-201, 53-6-101, 53-6-111, 53-6-113 and 53-6-141, MCA;
NEW , 1980 MAR p. 1491, Eff. 5/16/80; AMD, 1984 MAR p. 1637, Eff. 11/16/84; AMD ,

1990 MAR p. 1719, Eff. 8/31/90 ; AMD , 1997 MAR p. 474, Eff. 3/11/97; TRANS , from
SRS, 2000 MAR p. 479.

)

Rules 08 and 09 reserved

37-19526
NEXT PAGE IS 37-19529
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37.85.410 DETERMINATION OF MEDICAL NECESSITY (1) The department shall
only make payment for those services which are medically necessary as determined
by the department or by the designated review organization.

(2) In determining medi cal necessity the department or designated review
organization may consider the type or nature of the service, the provider of the
service, the setting in which the service is provided and any additional
requirements applicable to the specific service or category of service.

(3) The department may review the medical necessity of services or items
at any time either before or after payment. If the department determines that
services or items were not medically necessary or otherwise in compliance with
applicable requirements, the department may deny payment or may recover any
overpayment in accordance with applicable requirements. The department is not
precluded by an earlier screening, prior authorization, certification or similar
process from reviewing and determining medical necessity of any service or item,
or from denying payment or recovering any overpayment based upon any such review
or determination. This rule does not require the department to notify a provider
or recipient of a medical necessity determination until and unless the department
completes its review and takes an adverse action against the provider based upon
the determination.

(4) The provider must upon request provide to the department or its
designated review organization without charge any records related to services or
items provided to a recipient. (History: Sec. 53-2-201 and 53-6-113, MCA; IMP ,

Sec. 53-2-201, 53-6-101, 53-6- 111, 53-6-113 and 53-6-141, MCA; NEW , 1980 MAR p.
1491, Eff. 5/16/80; AMD, 1997 MAR p. 474, Ef f . 3/11/97; TRANS , from SRS, 2000 MAR
p. 479.)
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37.85.411 PROVIDER RIGHTS (1) Except as otherwise provided in these
rules, a provider who is aggrieved by an adverse department action which directly
affects the rights or entitlements of the provider under the Montana medicaid

a hearing to the extent provided and according to the
in ARM 37.5.304, 37.5.305, 37.5.307 37.5.310, 37.5.311,
37.5.322, 37.5.325, 37.5.328, 37.5.331, 37.5.334 and

program, may request
procedures specified
37.5.313, 37.5.316,
37.5.337.

(2) Except as otherwise provided in these rules, a provider who is
aggrieved by an adverse department action affecting the applicant's or
recipient's eligibility under the Montana medicaid program, may request a
hearing to the extent provided and according to the procedures specified in ARM
37.5.304, 37.5.305, 37.5.307, 37.5.310, 37.5.311, 37.5.313, 37.5.316, 37.5.322,
37.5.325, 37.5.328, 37.5.331, 37.5.334 and 37.5.337.

(3) This rule does not grant to providers any right to notice of actions
affecting recipients, including but not limited to eligibility determinations.
(History: Sec. 2-4-201 and 53-6-113, MCA; IMP , Sec. 2-4-201, 53-2-201, 53-6-101,
53-6-111, 53-6-113 and 53-6-14 1, MCA; NEW, 1980 MAR p. 1491, Ef f . 5/16/80; AMD ,

1997 MAR p. 474, Eff. 3/11/97; TRANS & AMD , from SRS, 2000 MAR p. 1653, Ef f

.

6/30/00.

)

Rules 12 and 13 reserved

37-19530 6/30/00
NEXT PAGE IS 37-19533
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37.85.414 MAINTENANCE OF RECORDS AND AUDITING (1) All providers of

service must maintain records which fully demonstrate the extent, nature and
medical necessity of services and items provided to Montana medicaid recipients
which support the fee charged or payment sought for the services and items, and
which demonstrate compliance with all applicable requirements. These records
must be retained for a period of at least 6 years and 3 months from the date on
which the service was rendered or until any dispute or litigation concerning the
services is resolved, whichever is later.

(a) In maintaining financial records, providers shall employ generally
accepted accounting methods. Generally accepted accounting methods are those
approved by the national association of certified public accountants.

(b) The department shall have access to all records so maintained and
retained regardless of a provider's continued participation in the program.

(c) In the event of a change of ownership, the original owner must retain
all required records unless an alternative method of providing for the retention
of records has been established in writing and approved by the department.

(2) In addition to the recipient's medical records, any medicaid
information regarding a recipient or applicant is confidential and shall be used
solely for purposes related to the administration of the Montana medicaid
program. This information shall not be divulged by the provider or his
employees, to any person, group, or organization other than those listed below or
a department representative without the written consent of the recipient or
applicant

.

(3) The department, the designated review organization, the legislative
auditor, the department of public health and human services, the department of
revenue, the medicaid fraud co ntrol unit, and their legal representatives shall
have the right to inspect or evaluate the quality, appropriateness, and
timeliness of services performed by providers, and to inspect and audit all
records required by this rule.

(a) Refusal to permit inspection, evaluation or audit of services shall
result in the imposition of provider sanctions in accordance with the rules of
the department

.

(4) The provisions of this rule specifying the length of time for which
records must be retained shall not be construed as a limitation on the period in
which the department may recover overpayments or impose sanctions. (History:
Sec. 53-6-113, MCA; IMP , Sec. 53-2-201, 53-6-101, 53-6-111, 53-6-113 and 53-6-

141, MCA; NEW , 1980 MAR p. 1491, Ef f . 5/16/80; AMD , 1997 MAR p. 474, Ef f .

3/11/97; TRANS , from SRS, 2000 MAR p. 479.)
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37.85.415 MEDICAL ASSISTANCE MEDICAID PAYMENT
(1) Medicaid will pay only for medical expenses:
(a) incurred by a person eligible for the medicaid program;
(b) for services provided for and to the extent provided for under the

medicaid program;
(c) for which third party payment is not available;
(d) not used to meet the incurrment requirement at ARM 37.82.1101 and

following rules for persons who are medically needy;

(e) which are not the copayment provided for in ARM 37.85.204; and
(f) to the extent allowed by medicaid. (History: Sec. 53-2-201 and 53-6-

113, MCA; IMP , Sec. 53-6-101 and 53-6-131, MCA; NEW , 1989 MAR p. 835, Eff.

6/30/89; TRANS , from SRS, 2000 MAR p. 479.)
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37.85.416 STATISTICAL SAMPLING AUDITS (1) At the option of the
department, the amount of money erroneously paid to a provider for any given
period of time may be determined by the use of statistical sampling and
extrapolation, rather than by an audit of 100% of the claims submitted by the
provider during the period of time under review. Statistical sampling and
extrapolation shall not be used to determine overpayments for inpatient hospital
services, outpatient hospital services, or hospital inpatient psychiatric
services, or in cases where the number of line items in the review period does
not equal 50 or more.

(a) A line item consists of a single service, under one procedure rate
with one or more units of service, procedure or item on a medicaid claim form for
which a provider has received payment.

(2) If the department chooses to use statistical sampling and
extrapolation to determine an overpayment, it will use a statistical method to
draw a random sample of claims for the review period and will audit these claims.
The department will calculate the provider's error rate based on the net dollar

amount overpaid to the provide r after any underpayments occurring in the sample
have been offset against the overpayments occurring in the sample. The
department will then calculate the total overpayment for the review period using
an appropriate statistical methodology.

(3) If the department chooses to use statistical sampling and
extrapolation, it shall notify the provider of its intention to do so. When the
sampling and extrapolation process is completed, the department shall provide the
provider with information regarding the sample size, the sample selection method,
and the formulas and calculations used in the extrapolation.

(4) It is presumed that the overpayment amount determined by the use of
statistical sampling and extrapolation is correct. However, the provider may
rebut this presumption by presenting evidence that the sampling and extrapolation
process used by the department was invalid, by presenting evidence that claims in
the sample determined by the department to be erroneous or overpaid were
correctly paid, or by requesting an audit of 100% of the claims paid in the
review period, as provided in (5) .

ADMINISTRATIVE RULES OF MONTANA 6/30/00 37-19535
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(5) A provider who does not agree with the overpayment amount determined
by statistical sampling may re quest that the department conduct a 100% audit of
the claims paid in the review period. The request for a 100% audit must be made
within 3 days of the date of the notice informing the provider of the results of
the statistical sampling. The department must then conduct such a review.

(a) If the audit shows an overpayment amount which is different from the
overpayment amount determined by sampling and extrapolation, the amount
determined by the audit shall be used by the department in assessing an
overpayment against the provider. A provider who is aggrieved by a department
determination based upon the results of the audit may appeal by means of the fair
hearing procedures set forth in ARM 37.5.304, 37.5.305, 37.5.307, 37.5.310,
37.5.311 37.5.313, 37.5.316, 37.5.322, 37.5.325, 37.5.328, 37.5.331, 37.5.334 and
37.5.337.

(b) The provider must pay the department's costs for such an audit, unless
the overpayment amount determined by the 100% audit is at least 10% less than the
overpayment amount determined by the statistical sample.

(6) A provider who is aggrieved by an overpayment determined by
statistical sampling and extrapolation may appeal by means of the fair hearing
procedures set forth in ARM 37.5.304, 37.5.305, 37.5.307, 37.5.310, 37.5.311,
37.5.313, 37.5.316, 37.5.322, 37.5.325, 37.5.328, 37.5.331, 37.5.334 and
37.5.337. (History: Sec. 53-6-113, MCA; IMP , Sec. 53-6-101 and 53-6-111, MCA;
NEW , 1993 MAR p. 441, Ef f . 3/26/93; TRANS & AMD, from SRS, 2000 MAR p. 1653, Ef f

.

6/30/00. )

37-19536
NEXT PAGE IS 37-19555
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(k) Violating any provision of the state medicaid law, Title 53, chapter
6, MCA or any rule promulgated pursuant thereto, or violating any provision of
Title XIX of the Social Security Act or any regulation promulgated pursuant
thereto.

(1) Submission of a false or fraudulent application for provider status.
(m) Violations of any statutes, regulations or code of ethics governing

the conduct of occupations or professions or regulated industries.
(n) Conviction of a criminal offense relating to medical assistance

programs administered by the department or provided under contract with the
state,- or conviction for negligent practice resulting in death or injury to
patients

.

(o) Failure to meet requirements of state or federal law for participation
(e.g. licensure)

.

(p) Exclusion from the medicare program (Title XVIII of the Social
Security Act) because of fraudulent or abusive practices.

(q) Charging medicaid recipients for amounts over and above the amounts
paid by the department for services rendered, except as specifically allowed
under ARM 37.83.825 and 37.83.826.

(r) Refusal to execute a new provider agreement when requested to do so.

(s) Failure to correct deficiencies as defined by the ARM or federal
regulation after receiving written notice of these deficiencies from the
department, or the federal department of health and human services. The
standards set forth at 42 CFR Part 442 and the amendments proposed to this
section as published in the federal register, vol. 52, no. 126 on July 1, 1987,
at page 24752 et seq. which identify deficiencies for providers of long term care
facility services, are hereby incorporated by reference. A copy of 42 CFR Part
442 and the amendments proposed to this section as published in the federal
register, vol. 52, no. 126 on July 1, 1987, at page 24752 et seq. are available
from the Department of Public Health and Human Services, Health Policy and
Services Division, 1400 Broadway, P.O. Box 202951, Helena, MT 59620-2951.

(t) Formal reprimand or censure by an association of the provider's peers
for unethical practices.
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(u) Suspension or termination from participation in another government
medical program including but not limited to workers' compensation, crippled
children's services, rehabilitation services and medicare.

(v) Filing of criminal indictment, information or complaint for fraudulent
billing practices or negligent practice resulting in death or injury to the
provider's patients.

(w) Civil judgement for fraudulent billing practices or negligent practice
resulting in death or injury to the provider's patients.

(x) Failure to repay or make acceptable arrangements for the repayment of

identified overpayments or otherwise erroneous payments.

(y) Threatening, intimidating or harassing patients or their relatives in

an attempt to influence reimbursement rates or affect the outcome of disputes
between the provider and the department

.

(z) Submitting claims for reimbursement of costs or services
provider knows or has reason to know are not reimbursable.
201, 53-2-803, 53-4-111, 53-6-111 and 53-6-113, MCA;

53-2-801, 53-2-803, 53-4-112, 53-6-111 and 53-6-131, MCA;

Eff. 6/13/80; AMD , 1984 MAR p. 1639, Eff. 11/16/84; AMD ,

8/1/86; AMD , 1987 MAR p. 2164, Eff. 11/28/87; AMD , 1989 MAR p. 835, Eff. 6/30/89;
TRANS , from SRS, 2000 MAR p. 479.)

which the

(History: Sec. 53-2-

IMP, Sec. 53-2-306,

NEW , 1980 MAR p. 1619,

1986 MAR p. 1321, Eff.

NEXT PAGE IS 37-19559
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37.85.502 SANCTIONS (1) The following sanctions may be invoked against
providers based on the grounds specified in ARM 37.85.501:

(a) Termination from participation in the medical assistance program.
(b) Suspension of participation in the medical assistance program.
(c) Suspension or withholding of payments to a provider.
(d) Shortening of an existing provider agreement as permitted by the terms

of such agreement

.

(e) Required attendance at provider education sessions, the cost of which
shall not be reimbursed by the department or any of its programs.

(f) Required prior authorization for provision of services.

(g) 100% review of the provider's claims prior to payment.
(h) Referral to the department of revenue for any action deemed necessary.
(i) In addition to the sanctions listed above, long term care facilities

shall be subject to termination of participation when the deficiencies resulting
from failure to meet conditions or standards of participation pose immediate
jeopardy or the denial of payments for new admissions if the facility's
deficiencies resulting from failure to meet conditions or standards of

participation do not pose immediate jeopardy. Federal laws regarding termination
from participation and intermediate sanctions provided in 42 U.S.C. 1396a (i), 42

CFR 442.2, and 42 CFR 442.117 through 442.119 are hereby incorporated by
reference. A copy of 42 U.S.C. 1396a(i), 42 CFR 442.2, and 42 CFR 442.117
through 442.119 may be obtained from the Department of Public Health and Human
Services, Health Policy and Services Division, 1400 Broadway, P.O. Box 202951,

Helena, MT 59620-2951; or

(j) Notification to the public of sanctions taken against a provider.
(History: Sec. 53-2-201, 53-2-803, 53-4-111, 53-6-108, 53-6-111 and 53-6-113,

MCA; IMP , Sec. 53-2-306, 53-2-801, 53-4-112, 53-6-106, 53-6-107 and 53-6-111,

MCA; NEW , 1980 MAR p. 1619, Ef f . 6/13/80; AMD , 1984 MAR p. 1639, Ef f . 11/16/84;
AMD , 1987 MAR p. 2164, Ef f . 11/28/87; TRANS , from SRS, 2000 MAR p. 479.)

Rules 03 and 04 reserved
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GENERAL MEDICAID SERVICES 37.85.505

37.85.505 FACTORS GOVERNING IMPOSITION OF SANCTION
(1) The decision to impose sanctions and which sanctions to impose shall

be within the discretion of the department except as provided in (3)

.

(2) The following factors shall be considered in determining the
sanction (s) to be imposed:

(a)

(b)

(c)

(d)

(e)

(f)

(g)

(h)

seriousness of the offense (s)

;

extent of violations;
history of prior violations;
prior imposition of sanctions;
prior provision of provider education;
provider willingness to comply with program rules;
whether a lesser sanction will be sufficient to remedy the problem;
actions taken or recommended by peer review groups or licensing

boards

.

(3) Where a provider ha s been found by a court of competent jurisdiction
in either a civil or criminal proceeding to have defrauded the Montana medical
assistance program, or has been previously suspended due to program abuse, or has
been terminated from the medicare program for fraud or abuse, the department may
terminate the provider from the medical assistance program. (History: Sec. 53-

2-201, 53-2-803, 53-4-111, 53-6-108, 53-6-111 and 53-6-113, MCA; IMP , Sec.
53-2-306, 53-2-801, 53-4-112, 53-6-106, 53-6-107 and 53-6-111, MCA; NEW, 1980 MAR
p. 1619, Eff. 6/13/80; AMD, 1984 MAR p. 1639, Eff. 11/16/84; TRANS , from SRS,
2000 MAR p. 479. )
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37.85.506 SCOPE OF SANCTION (1) A sanction may be applied to all known
affiliates of a provider, provided that each decision to include an affiliate is

made on a case by case basis after giving due consideration to all relevant facts

and circumstances. The violat ion, failure, or inadequacy of performance may be
imputed to an affiliate where such conduct was accomplished within the course of

the affiliate's official duty or was effectuated by the provider with the
knowledge or approval of the affiliate.

(2) Suspension or termination from participation of any provider shall
preclude such provider from submitting claims for payment, either personally or
through claims submitted by any clinic, group, corporation or other association
to the department or its fisca 1 agents for any services or supplies provided to

persons eligible for the Montana medical assistance program except for those
services or supplies provided prior to the suspension or termination. Providers
of long term care facility ser vices may submit claims for supplies and services
provided for up to 30 days after the date of termination to allow for the

transfer of recipients.

(3) No clinic, group, corporation or other association which is a provider
of services shall submit claims for payment to the department or its fiscal
agents for any services or supplies provided by a person within such organization
who has been suspended or terminated from participation in the Montana medical
assistance program except for those services or supplies provided prior to the

suspension or termination. Providers of long term care facility services may
submit claims for supplies and services provided for up to 30 days after the date
of termination to allow for the transfer of recipients.

(4) When the provisions of (3) of this rule are violated by a provider of

services which is a clinic, group, corporation, the department may suspend or
terminate such organization and/or any individual person within said organization
who is responsible for such violation. (History: Sec. 53-2-201, 53-2-803, 53-4-

111, 53-6-111 and 53-6-113, MCA; IMP, Sec. 53-2-306, 53-2-801, 53-4-112 and 53-

6-111, MCA; NEW , 1980 MAR p. 1619, Eff. 6/13/80; AMD , 1984 MAR p. 1639, Eff.

11/16/84; AMD, 1987 MAR p. 2164, Eff. 11/28/87; TRANS , from SRS , 2000 MAR p.

479.)
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GENERAL MEDICAID SERVICES 37.85.507

37.85.507 NOTICE OF SANCTION (1) When a provider has been suspended or
terminated, the department shall notify the appropriate professional society,
board of registration or licensure, and federal or state agencies of the findings
made and the sanctions imposed. (History: Sec. 53-6-111, MCA; IMP , Sec. 53-6-
111, MCA; NEW, 1980 MAR p. 1619, Eff. 6/13/80; TRANS , from SRS, 2000 MAR p. 479.)

Rules 08 through 10 reserved
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37.85.511 PROVIDER EDUCATION (1) Except where termination has been

imposed, the department may in its discretion direct each provider, who has been
sanctioned, to participate in a provider education program as a condition of

continued medicaid participation.

(2) Provider education programs may include any of the following at the

discretion of the department:

(a) instruction in claim form completion;

(b) instruction on the use and format of provider manuals;

instruction on the use of procedure codes;

instruction on statutes and regulations governing the Montana medicaid
(c)

(d)

program;
(e)

(f)

(g)

instruction on reimbursement rates;

instructions on how to inquire about coding or billing problems;

any other matter as determined by the department. (History: Sec. 53-

6-111, MCA; IMP , Sec. 53-6-111, MCA; NEW , 1980 MAR p. 1619, Ef f . 6/13/80; TRANS ,

from SRS, 2000 MAR p. 479.)
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AND HUMAN SERVICES

37.85.512 NOTICE OF ADVERSE ACTION (1) As provided in this rule, the
department must notify a provider of any adverse action it will take on a

determination that the provider has engaged in fraud or abuse or has received
payment to which the provider is not entitled. The notification must include:

(a) a description of the fraud, abuse or overpayments;
(b) the dollar value of any overpayment; and
(c) the adverse action to be taken or sanction to be imposed by the

department;
(d) explanation of any actions required of the provider;
(e) the provider's right to a fair hearing.

(2) The department is not required to notify a provider pursuant to (1)

until after the department has determined that fraud, abuse or an overpayment has
occurred, the dollar amount of any overpayment and that a particular adverse
action will be taken by the department against the provider, such as recovery of
an overpayment or imposition of a sanction. The department is not required to
notify the provider when the department merely suspects or has information which
suggests that fraud, abuse or an overpayment has occurred or when the department
has not determined to take a particular adverse action in response to the fraud,

abuse or overpayment

.

(3) Subject to the provisions of (4) , the department must notify the
provider as required in this rule within 4 5 days after the department has
determined that fraud, abuse or an overpayment has occurred, the dollar amount of

any overpayment and the advers e action that will be taken against the provider.
The department's failure to notify a provider as required by this rule is not a

defense to recovery of the overpayment or imposition of the sanction, but the
department may be required to provide a new notice in compliance with this rule.

(4) This rule shall not be construed to require that the department
investigate, complete an investigation, make a determination or take any other
action regarding a potential fraud, abuse or overpayment within any particular
time

.
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(5) While this rule does not require the department to act within any
particular time, if any governmental agency or entity is conducting an

investigation of a provider, the department shall not in any event be required to

notify the provider of a violation or overpayment until the investigation is

concluded and enforcement proceedings, if any, have been completed, if in the

sole discretion of the department or the governmental agency or entity conducting

the investigation, earlier notification would interfere with or jeopardize the

investigation, recovery of an overpayment or imposition of a sanction.

(History: Sec. 53-6-111 and 53-6-113, MCA; IMP, Sec. 53-2-201, 53-6-101, 53-6-

111 and 53-6-113, MCA; NEW, 1980 MAR p. 1619, Eff . 6/13/80; AMD, 1997 MAR p. 474,

Eff. 3/11/97; TRANS , from SRS, 2000 MAR p. 479.)
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37.85.513 SUSPENSION OR WITHHOLDING OF PAYMENTS PENDING
FINAL DETERMINATION (1) Where the department has notified a provider of a

violation or an overpayment pursuant to ARM 37.85.512 the department may withhold
payments on pending and subsequently received claims in an amount reasonably
calculated to approximate the amounts in question or may suspend payments pending
a final determination.

(2) Where the department intends to withhold or suspend payments it shall

notify the provider in writing at least 10 days prior to commencement of

withholding and shall include a statement of the provider's right to request an
informal reconsideration of such decision as provided in ARM 37.5.305. This rule

does not require that an informal reconsideration or any hearing be conducted
prior to the withholding or suspension of payments.

(3) Where the department has terminated or suspended a provider, the
provider shall be eligible to bill for covered services for the period covered by
the suspension or termination if an appeal is decided in the provider's favor.

(History: Sec. 53-2-201, 53-2-803, 53-4-111, 53-6-111 and 53-6-113, MCA; IMP ,

Sec. 53-2-306, 53-2-801, 53-4-112 and 53-6-111, MCA; NEW , 1980 MAR p. 1619, Eff.

6/13/80; AMD , 1984 MAR p. 1639, Eff. 11/16/84; TRANS & AMD, from SRS, 2000 MAR p.

1653, Eff. 6/30/00.)
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:

Personal Care Rules

SENIOR AND LONG TERM CARE SERVICES

Subchapter 11

Personal Care

37.40.1101

37.40.1101 PERSONAL CARE, SERVICES, SERVICES PROVIDED AND
LIMITATIONS (1) Personal care services are medically necessary in-home services
provided to medicaid recipients whose health conditions cause them to be
functionally limited in performing activities of daily living. Personal care
services are intended to prevent or delay institutionalization by providing
medically necessary, long-term maintenance or supportive care in the home.

(2) Personal care includes assistance with the following activities:
(a) activities of daily living;

(b) household tasks; and
(c) escort services.

(3) Activities of daily living are limited to bathing, grooming,
transferring, walking, eating, dressing, toileting, self -administered medication
and meal preparation.

(4) Household tasks are limited to housekeeping activities, provided in
accordance with the personal care plan and furnished in conjunction with
activities of daily living, that are directly related to the recipient's medical
needs. Household tasks include only:

(a) cleaning the area used by the recipient;
(b) changing the recipient's bed linens;
(c) doing the recipient's laundry; and
(d) shopping for groceries and household items essential

care, nutritional needs, and maintenance of the recipient.
(5) Escort services are provided by a personal care

accompanies the recipient to a medical examination, treatment or for shopping to
meet the recipient's essential health care or nutritional needs. Escort services
are available to a recipient who requires personal care services enroute or at
the destination, when a family member or caregiver is unable to accompany them.

(6) Personal care services may not include any skilled services that
require professional medical training unless otherwise permitted under 37-8-103,
MCA.

to the health

attendant who
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(7) Personal care services may not include services which maintain an
entire household or family or which are not medically necessary. Personal care
services do not include:

(a) cleaning floors and furniture in areas recipients do not use or
occupy;

(b) laundering clothing or bedding recipients do not use;
(c) supervision, respite care, babysitting or visiting;
(d) maintenance of animals unless the animal is a certified service animal

specifically trained to meet the safety needs of the recipient; and
(e) home and outside maintenance.
(8) Personal care provided by a member of the recipient's immediate family

is not personal care services for the purposes of the medicaid program, and is

not eligible for reimbursement.
(a) Immediate family member includes the following:
(i) husband or wife;
(ii) natural parent;
(iii) natural child;
(iv) natural sibling;
(v) adopted child;
(vi) adoptive parent;
(vii) stepparent;
(viii) stepchild;
(ix) step-brother or step-sister;
(x) father-in-law or mother-in-law;
(xi) son-in-law or daughter-in-law;
(xii) brother-in-law or sister-in-law;
(xiii) grandparent;
(xiv) grandchild;
(xv) foster parents; or
(xvi) foster child. (History: Sec. 53-6-113 and 53-6-201, MCA; IMP , Sec.

53-6-101, 53-6-131 and 53-6-141, MCA; NEW, 1980 MAR p. 1105, Eff. 3/28/80; AMD ,

1983 MAR p. 863, Eff. 7/15/83; AMD, 1987 MAR p. 372, Eff. 4/17/87; AMD, 1988 MAR
p. 1259, Eff. 7/1/88; AMD, 1989 MAR p. 982, Eff. 7/28/89; AMD, 1993 MAR p. 1363,
Eff. 6/25/93; AMD , 1995 MAR p. 1191, Eff. 7/1/95; TRANS , from SRS, 2000 MAR p.

489. )
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37.40.1102 PERSONAL CARE SERVICES, REQUIREMENTS (1) To qualify for

personal care, a person must be medicaid eligible and demonstrate a medical need

for personal care.

(2) Personal care services, except for escort services and household
tasks, may be provided only in the recipient's home.

(3) Personal care services provided in licensed foster or group homes must

be prior authorized by the department. Personal care services may be authorized
when the person's medical needs are beyond the scope of services normally
provided by programs funding services in foster or group home settings. For
example, a person requiring additional assistance because of an acute medical
episode or post-hospitalization period may receive personal care services in a

foster or group home setting.

(4) Personal care services may not be provided to persons who reside in a

hospital or long-term care facility as defined in 50-5-101, MCA, and licensed
under 50-5-201, MCA.

(5) The recipient, in order to receive personal care services, must be

capable of making choices about activities of daily living, understand the impact

of these choices and assume responsibility for the choices or have someone

residing within or outside the household willing to assist the recipient in

decision making and to direct their activities.

(6) The type and amount of personal care services must be specified in a

plan of care which governs delivery of services. The plan of care for a

recipient must be approved by a physician and developed by a licensed nurse
employed by a provider. The approval of the service plan must be renewed at

least annually. The plan of care shall be developed based upon the completion of

the department's recipient profile by the provider.

(7) The delivery of personal care services must be supervised by a

licensed nurse.

(8) The recipient must agree to accept the provision of personal care
services as specified in the plan of care.

(9) Household tasks and escort services must be provided only in

conjunction with other persona 1 care services and must be directly related to a

recipient's medical needs.

(10) Household tasks may not account for more than 1/3 of the total time

allocated per week for personal care services.

(11) Personal care services must be prescribed in writing at least

annually by a physician and must be reviewed at least every 180 days by a

licensed nurse.
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(12) A recipient may re ceive personal care services through the medicaid
home and community based services program for elderly and physically disabled
persons or the medicaid home and community based services program for persons
with developmental disabilities, in addition to the personal care services
provided through these rules.

(13) Personal care providers must be independent contractors for purposes
of federal and state wage and hour laws and workers' compensation laws. Personal
care providers are limited to businesses incorporated under the laws of the state
of Montana. Personal care providers must demonstrate that they are paying
workers' compensation and unemployment insurance premiums.

(14) The department will enroll providers who provide the following
documentation:

(a) the provider's articles of incorporation;
(b) a written contingency plan, approved by the department, addressing

service delivery to clients in the event an agency is unable to deliver services
in a timely manner or in the event the agency ceases operation;

(c)

person;
(d)

per person;
(e) current unemployment insurance and worker's compensation coverage;
(f) financial solvency, to include the ability to make a projected 4 month

payroll; and

(g) a description of the proposed service area which must be defined to
include at a minimum coverage of the entire area of at least one county or Indian
reservation.

(15) The department may contract with out-of-state agencies to provide
personal care services for Montana medicaid recipients living out of state.

(16) Personal care services may only be delivered by a personal care
attendant employed by an enrolled medicaid provider that has met the criteria
established by the department for the delivery of personal care services.

(17) Personal care services may not be provided to relieve a parent of
child caring or other legal responsibilities.

(a) Personal care for disabled children may be appropriate when the parent
is unqualified or otherwise unable to provide the personal care and the child is
at risk of institutionalization unless the services are provided.

general liability insurance with a minimum coverage of $100,000 per

motor vehicle liability insurance with a minimum coverage of $100,000
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(18) Personal care services must be delivered in the most efficient manner
available

.

(19) Personal care services are not available to recipients who live in

homes which are not safely accessible by normal modes of transportation.
(20) Personal care services may be terminated for any of the following

reasons

:

(a) the recipient or other persons in the household subjects the personal
care attendant to physical or verbal abuse, sexual harassment, exposure to the
use of illegal sustances or to threats of physical harm;

(b) the recipient requests termination of services or refuses to accept
help,-

(c) the environment of the recipient is unsafe for the provision of

personal care services;
(d) the recipient's physician requests termination of services;
(e) the recipient no longer has a medical need for personal care services;
(f) the recipient refuses the services of a personal care attendant based

solely or partly on the attendant's race, creed, religion, sex, marital status,
color, age, handicap or national origin; or

(g) the recipient refuses to accept services in accord with the plan of
care

.

(21) The department may terminate or reduce personal care services when
funding for services is unavailable.

(22) The provider shall give at least 10 days advance notice to a

recipient when personal care services are terminated for reasons listed in

(20) (d) through (20) (g)

.

(23) The provider may immediately but temporarily suspend services for the
reasons listed in (20) (a) through (20) (c) . Following the temporary suspension of
services the provider may enter into an agreement with the recipient to ensure
that the violations of (20) (a) through (20) (c) do not reoccur. If the recipient
fails to abide by the term of the agreement services may be permanently
terminated.
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(24) The department shall provide written notice to an applicant when
personal care services are initially denied to the applicant.

(25) A person may request a fair hearing for any adverse determination
made by the department. Fair hearings will be conducted as provided for in ARM
37.5.304, 37.5.307, 37.5.310, 37.5.313, 37.5.316, 37.5.322, 37.5.325, 37.5.328,
37.5.331, 37.5.334 and 37.5.337. (History: Sec. 53-2-201 and 53-6-113, MCA; IMP ,

Sec. 53-6-101, 53-6-131 and 53 -6-141, MCA; NEW , 1980 MAR p. 1105, Eff . 3/28/80;
AMD , 1980 MAR p. 2979, Eff. 11/29/80; AMD , 1983 MAR p. 863, Eff. 7/15/83; AMD ,

1987 MAR p. 372, Eff. 4/17/87; AMD, 1988 MAR p. 1259, Eff. 7/1/88; AMD, 1989 MAR
p. 982, Eff. 7/28/89; AMD, 1993 MAR p. 1363, Eff. 6/25/93; AMD, 1995 MAR p. 1191,
Eff. 7/1/95; TRANS & AMD , from SRS, 2000 MAR p. 1653, Eff. 6/30/00.)

Rules 03 and 04 reserved
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37.40.1105 PERSONAL CARE SERVICES, REIMBURSEMENT
(1) Personal care services may be provided up to but not more than 4

hours of attendant service per week per recipient as defined by the plan of care.

The department may, within its discretion, authorize additional hours in excess
of this limit. Any services exceeding this limit must be prior authorized by the
department. Prior authorization for excess hours may be authorized if additional
assistance is required:

(a) for a period of time not to exceed 3 months and as the result of an
acute medical episode;

(b) for a period of time not to exceed 3 months and to prevent
institutionalization during the absence of the normal caregiver; or

(c) for a period of time not to exceed 3 months and during a post-
hospitalization period.

(2) Reimbursement for personal care services is $2.64 per 15 minute unit
of service. The rate is for units of attendant and nurse supervision service.

(a) A unit of attendant service is 15 minutes and means an on-site visit
specific to a recipient.

(b) A unit of nurse supervision service is 15 minutes and means an on-site
recipient visit and related activity specific to that recipient.

(3) A person retained personally by a recipient to deliver personal care
services is not a provider of personal care services for the purposes of this
rule and therefore may not be reimbursed for personal care services by the
department

.

(4) Reimbursement is not available for personal care provided by immediate
family members. (History: Sec. 53-2-201 and 53-6-113, MCA; IMP , Sec. 53-6-101
and 53-6-141, MCA; NEW , 1980 MAR p. 1105, Ef f . 3/28/80; AMD , 1980 MAR p. 2979,
Eff . 11/29/80; AMD , 1981 MAR p. 559, Ef f . 6/12/81; AMD , 1981 MAR p. 1975, Eff.

1/1/82; AMD , 1982 MAR p. 1289, Eff. 7/1/82; AMD , 1987 MAR p. 372, Eff. 4/17/87;
AMD , 1988 MAR p. 1259, Eff. 7/1/88; AMD, 1989 MAR p. 982, Eff. 7/28/89; AMD, 1993

MAR p. 1363, Eff. 6/25/93; AMD , 1995 MAR p. 1191, Eff. 7/1/95; TRANS , from SRS,

2000 MAR p. 489.)
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37.40.1106 PERSONAL CARE SERVICES, PROVIDER COMPLIANCE
(1) Providers of personal care services shall be subject to compliance

reviews to provide assurance t o the department that services are being provided
within the rules and policy of the program.

(2) Compliance reviews shall be conducted by department staff on the
provider's premises.

(3) The reviews shall take place:
(a) on an annual basis;
(b) 90 days after the enrollment of a new provider; and
(c) at other times as determined by the department.
(4) The department shall determine compliance in the following service

delivery areas:

(a) response to referrals;
(b) service initiation;
(c) physician orders;
(d) recipient needs intake;
(e) service delivery;
(f) attendant orientation to recipient;

(g) supervisory visits;
(h) service breaks;
(i) prior authorization; and

(j) service termination.
(5) The department shall determine

administrative areas:
compliance in the following

attendant basic training;
attendant in service training;
nurse licensure;
response to complaints;
maintenance of incident reports;
recipient surveys

;

attendant pool; and
development of agency manuals and handouts.
The department may choose to review other areas of the program at its

The department shall examine 15 cases or 5% of the provider's case

(a)

(b)

(c)

(d)

(e)

(f)

(g)

(h)

(6)

discretion.

(7)

load for the purpose of the compliance review.
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(8) The provider must meet all standards in 90% of the cases to be
considered in compliance. If 90% compliance is not met, the provider will be
given the results of the review and a second compliance review will be scheduled.

(9) The provider must meet all standards in 90% of the cases in the second
review or it will be subject to department sanctions as provided in ARM
37.85.401, 37.85.502, 37.85.50 5, 37.85.506, 37.85.507, 37.85.511, 37.85.512 and
37.85.513. (History: Sec. 53-6-101, 53-6-113 and 53-2-201, MCA; IMP, Sec. 53-6-

101 and 53-6-113, MCA; NEW, 1995 MAR p. 1191, Eff . 7/1/95; TRANS & AMD, from SRS,

2000 MAR p. 1653, Eff. 6/30/00.)

Subchapter 12 reserved

NEXT PAGE IS 37-9141
ADMINISTRATIVE RULES OF MONTANA 6/30/00 37-9111

o o
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SECTION:

RULES AND RESOURCES

SUBJECT:

Self -Directed Personal
Assistance Rules

SENIOR AND LONG TERM CARE SERVICES

Subchapter 13

Self -Directed Personal Assistance Services

37.40.1301

37.40.1301 SELF-DIRECTED PERSONAL ASSISTANCE SERVICES, DESCRIPTION AND
PURPOSE (1) Self -directed personal assistance services are medically necessary
in-home services provided to medicaid consumers whose disability functionally
limits performing activities of daily living, and who take the responsibility or

have a representative to take the responsibility of managing the services. Self-

directed personal assistance services are intended to provide control of service

delivery to the consumer and to allow the consumer to direct health related
tasks

.

(2) Consumers will provide their physician or health care professional
evidence of ability to manage their personal assistance services.

(a) The scope and detail of the evidence shall be determined by the

physician or health care professional.
(3) Consumers who are unable to utilize self -directed personal assistance

services may receive services through the personal assistance services program
managed by provider agencies under agreement with medicaid. (History: Sec.

53-6-113 and 53-6-145, MCA; IM P , Sec. 53-6-101 and 53-6-145, MCA; NEW , 1995 MAR

p. 2823, Eff. 12/22/95; TRANS , from SRS, 2000 MAR p. 489.)

NEXT PAGE IS 37-9143

ADMINISTRATIVE RULES OF MONTANA 3/31/00 37-9141

Jan. 1, 2002 SENIOR Sc LONG TERM CARE Page 2 of 7
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SECTION:

RULES AND RESOURCES

SUBJECT:

Self -Directed Personal
Assistance Rules

SENIOR AND LONG TERM CARE SERVICES 37.40.1305

37.40.1305 SELF-DIRECTED PERSONAL ASSISTANCE SERVICES, CONSUMER
REQUIREMENTS (1) To qualify for self -directed personal assistance, the consumer
must

:

(a) have a medical condition which results in the need for personal
assistance services;

(b) be capable of assum ing the management responsibilities of assistants
or have an immediately involved representative willing to assume this

responsibility;
(c) have authorization from a physician or health care professional to

participate in the program; and
(d) be capable of making choices about activities of daily living,

understand the impact of these choices and assume the responsibility of the

choices

.

(2) The consumer must be capable of acting as though the personal
assistant is their employee for the purposes of selection, management and
supervision of the personal assistant, although the personal assistant is the

employee of a self -directed personal assistance provider.

(a) The consumer has the primary responsibility in the scheduling,
training and supervision of the personal assistant. The consumer has the right
to require that a particular assistant discontinue providing services to the

consumer

.

(b) The consumer may have an immediately involved representative assume
some or all of the responsibilities imposed by this rule. An immediately
involved representative is a person who is directly involved in the day to day
care of the consumer. An immediately involved representative must be available
to assume the responsibility of managing the consumer's care, including directing
the care as it occurs in the home. (History: Sec. 53-6-113 and 53-6-145, MCA;

IMP , Sec. 53-6-101 and 53-6-145, MCA; NEW, 1995 MAR p. 2823, Eff. 12/22/95;
TRANS , from SRS, 2000 MAR p. 489.)

NEXT PAGE IS 37-9149

ADMINISTRATIVE RULES OF MONTANA 3/31/00 37-9147

Jan. 1, 2002 SENIOR & LONG TERM CARE Page 4 of 7
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SECTION:

RULES AND RESOURCES

SUBJECT

:

Self -Directed Personal
Assistance Rules

SENIOR AND LONG TERM CARE SERVICES 37.40.1315

37.40.1315 SELF-DIRECTED PERSONAL ASSISTANCE SERVICES, COMPLIANCE
REVIEWS (1) Compliance reviews shall be conducted on the provider by department
staff at the provider's premises.

(a) Completion of the compliance review may require participation from the
consumer.

The compliance reviews shall be conducted:
on an annual basis; or
at other times, as determined by the department.
The department shall determine compliance in the following areas:
service delivery;
service authorization;
records maintenance;
assistant surveys; and
consumer surveys

.

Providers must achieve a 90% compliance rate as provided in ARM

(2)

(a)

(b)

(3)

(a)

(b)

(c)

(d)

(e)

(4)

37.40.1106.

(5) Providers have two opportunities to achieve a 90% compliance rate or
the following may occur:

(a) providers shall be subject to department sanctions as provided in ARM
37.85.401, 37.85.502, 37.85.50 5, 37.85.506, 37.85.507, 37.85.511, 37.85.512 and
37.85.513. (History: Sec. 53-6-113 and 53-6-145, MCA; IMP, Sec. 53-6-101 and 53-

6-145, MCA; NEW , 1995 MAR p. 2823, Eff. 12/22/95; TRANS & AMD , from SRS , 2000
MAR p. 1653, Eff. 6/30/00.)

ADMINISTRATIVE RULES OF MONTANA
NEXT PAGE IS 37-9187

9/30/00 37-9161

o O o

Jan. 1, 2002 SENIOR & LONG TERM CARE Page 7 of 7
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401-6

DPHHS Policy Manual: Adult Protective Services

Reports of Abuse, Neglect, Sexual, and/or Exploitation

Sources of Reports

Elder Abuse

Referrals

Mandatory

Reporters

52-3-811, MCA

Any adult in Montana can request protective services for himself or

herself. Any person, entity, or government agency interested in the

adult's well being may make a referral.

The Montana Elder and Persons with Developmental Disabilities Abuse

Prevention Act requires the following persons to report suspected

abuse, neglect, sexual abuse and/or exploitation of ah elderly person,

disabled, or developmentally disabled adult:

1. A physician, resident, intern, professional or practical nurse,

physician's assistant, or member of a hospital staff engaged in the

admission, examination, care or treatment of persons;

2. An osteopath, dentist, denturist, chiropractor, optometrist,

podiatrist, medical examiner, coroner, or any other health or mental

health professional;

3. An ambulance attendant;

4. A social worker or other employee of the state, county, or a

municipality assisting an older person or a person with a developmental

disability in the application for or receipt of public assistance payments

or services;

5. A person who maintains or is employed by a rooming house,

retirement home, nursing home, group home, or adult foster care

home;

6. An attorney, unless he acquired knowledge of the facts required to

be reported from a client and the attorney-client privilege applies;

lof2 5/98

July 1, 2000



401-6

DPHHS Policy Manual: Adult Protective Services

Reports of Abuse, Neglect, Sexual, and/or Exploitation

Report Content

7. A peace officer or other law enforcement official;

8. A person providing services to an older person or a person with a

developmental disability pursuant to a contract with a state or

federal agency.

The following information will be recorded on mandatory CAPS
screens RRD1, RRD2, and when necessary RRD3, (see section 401-7)

on all reports of alleged abuse, neglect, sexual abuse, or exploitation of

eligible persons:

1. Names and addresses of the client and his/her caretaker, if any;

2. Name and address, if available, of the suspected perpetrator who is

alleged to have abused, neglected, or exploited the client;

3. To the extent known, the client's age and the nature and extent of the

abuse, neglect, sexual abuse, or exploitation, including any evidence of

previous injuries sustained by the client;

4. Name and address of the individual making the report.

References Section 52-3-811, MCA
Section 52-3-812, MCA

2 of 2 5/98
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SDPAS 1007

SRS-MA/FA-456
(R«v. 11/91)

STATE OP MONTTANA
Departrn«nt of Social »nd Rehabilitation Services

PROVIDER INQUIRY OF MEDICAID/STATE MEDICAL ELIGIBILITY

Instructions: Please comDlete the Drovider section of this form, sign and date, attach the applicable Statement of

Remittance, and send to the client's welfare office. If you do not receive a response within ten days refer to your

Medicaid Management Information Svstem Provider Manual. Recipient Eligibility Section, for the county contact



•'
.

_ ;:



SDPAS 10 8

RELEASE OF CONFIDENTIAL INFORMATION

Consumer's Name:

SSN:

Address

:

I, authorize the

release of

:

medical information

social information

financial information

to

I understand that any information obtained will be kept confi-

dential and will be used only for purposes directly connected

with the formation of a Plan of Care and only for the time

period I am requesting enrollment in the Self -Directed Personal

Assistance Services program.

tic**************************************************************

Signature of consumer or legal representative signing in his/her
behalf:

.- - Date:





Self-Directed Personal Assistance Services

Revisions Transmittal, No. 8

07/01/03

tsi--iease make the following revisions to your Self-Directed Personal Assistance Services Manual.

Pages referred to under description of change are the old manual pages.

SECTION

001



.-



Self-Directed Personal Assistance Services

Revisions Transmittal, No. 8

4/01/04

Please make the following revisions to your Self-Directed Personal Assistance Services Manual.

Pages referred to under description of change are the old manual pages.

SECTION





Self-Directed Personal Assistance Services

Revisions Transmittal, No. 8

4/01/04

Please make the following revisions to your Self-Directed Personal Assistance Services Manual.

Pages referred to under description of change are the old manual pages.

SECTION



Self-Directed Personal Assistance Services

Revisions Transmittal, No. 8
4/01/04

Please make the following revisions to your Self-Directed Personal Assistance Services Manual.

Pages referred to under description of change are the old manual pages, n

SECTION



Self-Directed Personal Assistance Services

Revisions Transmittal, No. 8

4/01/04

Please make the following revisions to:your. Self-Directed Personal Assistance Services Manual.

Pages referred to under description of change are the old manual pages.

SECTION SUBJECT DESCRIPTION OF CHANGE
419 Change in Personal

Representative

Pg 1 Paragraph 2 deleted "agency" & added "and identifying

the new personal representative"; Pg 1 paragraph 1 deleted 2
nd

sentence and added "the provider need to notify the RPO who
will facilitate transfer...."

502 New Admissions

:' -

;: la. ;,t \ ,

Pg 1 paragraph 2 Changed "20" to "10"; Changed last

sentence in Paragraph 2 to "the Foundation may Prescreen

within 10 working days via a telephone "; added #4

"when necessary, distribution of the agency selection guide";

Pg 2 Paragraph 3 changed "onsite visit" to "a capacity

addendum"; paragraph 1 deleted "if the consumer has gone

through the authorization process"; paragraph 7 changed

"necessary" to "ifHMA tasks are being added"; Paragraph 1

deleted last sentence;

503 PersonaTAssisiance Services

Consufher Overview/Referral

(DPHHS-SLTC-154)

I boA :'":

^O-

r? i

"Pg 1 revised paragraph 1; revised paragraph 2; paragraph 5

added "applicable boxes"; paragraph 6 added "readmit"; Pg 3

changed "personal care needs" to "reason for referral";

paragraph 3 added "or other primary provider"; Paragraph 7

deleted "this section to be completed by PAS agency only"; Pg
'4 deleted "Page 2 For foundation Use only"; changed

"describe consumer's overall health" to "Summary of

consumer's health and reasons for authorization of care"; Pg 5

deleted "page 4 for Foundation use only"; Last paragraph

changed "their" to "personal"

504 Personal Assistance Service^--

Profile (DPHHS-SLTC-155)
'



Self-Directed Personal Assistance Services .

Revisions Transmittal, No^S *H
4/01/04

Please make the following revisions to your Self-Directed Personal Assistance Services Manual.

Pages referred to under description of change are the old manual pages.-' ~

SECTION



Self-Directed Personal Assistance Services

Revisions Transmittal, No. 8

4/01/04

Please make the following revisions lo your Self-Directed Personal Assistance Services Manual.

Pages referred to under description of change are the old manual pages.

SECTION SUBJECT DESCRIPTION OF CHANGE
804

805

Personal Assistance Providers

i
•(

|

IMF
'I £ti

Self-Directed Personal -i ri/ir

Assistance Providers - . w-

••'-'. Oil

vi •' ' "*'
"i .i ." 'i'."ir,

f !.'.f i.JA V XE>IO

Pg 1 Column 1 row 2 changed contact person; Column 2 row 2

changed phone and fax numbers; Column 2 row 5 changed fax

number; Column 1 row 6 changed address; Pg 2 Column 1

Row 2 added address; Column 2 row 5 changed phone
number; Pg 3 Column 3 row 4 changed counties; Column 2

row 5 changed fax number; Column 1 row 6 changed address;

Column 2 row 7 changed phone and fax number; Pg 4 Column
1 row 6 changed contact person; Column 1 row 8 changed

^contact person; Column 3 row 8 changed counties; Pg 5

Column 1 row 2 changed contact person; Column 2 row 6

changed fax number; Column 2 row 8 changed fax number
-Pg 1 Column 1 Row 2 changed contact person; Column 2 Row
2 Changed phone and fax numbers; Pg 2 Column 1 Row 3

Changed address; Column 1 Row 8 Changed address; Column
2 Row 7 Changed fax number; Pg 3 Column 2 Row 2 changed
fax number; Column 3 row 2 changed counties; Column 1 row

i '5 Changed contact person; Column 1 row 6 changed contact

person; Column 3 row 6 changed counties; Pg 4 Column 1 row
2 changed contact person; Column 1 row 4 changed address

and added contact person; Column 2 row 4 added phone
number

807

902

901

903

Mountain Pacific Quality

Health Foundation Staff

Made changes to names and phone numbers, added map.

General Utilization

•"Q^
*&*a

Self-Directed Personal

Assistance Services Forms iOc £

Requisition :y, \w~Ji sahxa

Row 2 Column '2 Changed "Consumer Overview" to "Service

Plan"; Row 7 Column 2 changed "Amendment request form"

£0 "Overview/Referral" , deleted "same as intake"; PG 2 Row
3 .Coljimn 3 added "SDPAS Agency"

Updated the Revision dates on 158, 160, 164, 165, 166.

i ->i

Self-Directed Personal

Assistance Services Temporary

Authorization (DPHHS-SLTC-
160)

Pg 1 paragraph 1 added "or a temporary increase in hours that

will exceed 14 days"; Divided Paragraph 2 into 2 separate

paragraphs based on "High Risk" and "Change in Profile"

reworded both paragraphs; Under Distribution: changed

"within three working days of receiving the referral" to "on the

day the temporary is implemented"; deleted "Note "

Page 5 of 5
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